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THE operation of hysterectomy has now become one of such common 
occurrence that in itself it would be superfluous to attempt to 
engage the interest of the Fellows of the Society in its description. 
But in an aggregation of cases there is much of clinical and patho- 
logical importance, and it is specially with this object that I feel 
warranted in bringing before you a resumé of my experience. 

I have performed the operation 120 times for the following 
clinical indications :— 


Bleeding 

Size x se 
Pressure Symptoms ... 
Reflex Symptoms 
Dysmenorrhm@a 
Constant Pain 


The ages of the patients were : — 
Between 20 and 30 . a ee ee ae 
” we i GE ans et ee owe 2 Se ee 
4 TP kk ww a ak oh ee ee 
” Oa 3. a ee oe ae eee 
NE Wc: ke ee Oe Se 


* Read at a meeting of the Edinburgh Obstetrical Society, March, 1905. 
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In this connection the overwhelming majority of cases between 
40 and 50 is instructive. Of the eight operated on between 50 and 60 
only one had reached the climacteric, while those over 60 will be 
referred to later., 


Hemorrhage. 

Hemorrhage is the main symptom which calls for interference, 
as is well known, and as the foregoing table amply corroborates. 
Insidious in its commencement, it so slowly reduces the individual to 
a state of weakness that only in a few extreme cases does the patient 
appreciate how far she is removed from health, and only after years 
of invalidism does she readily consent to operative treatment. Far 
more readily does she seek relief from the presence of a large tumour 
which offends her susceptibilities without seriously injuring health. 
I have for this latter reason removed 15 tumours, the majority (11), 
as might be expected, from spinsters. The largest, an cedematous 
growth, weighed 42 lbs. 


Severe Pressure Symptoms. 

Though frequently attaining large dimensions, these growths 
usually become readily accommodated and symptoms from pressure 
are undoubtedly rare. This is probably accounted for by the fact 
that the majority of growths arise from the body of the uterus, which 
is freely movable, and thus permits of their ready access to the 
abdomen. It is mainly, therefore, when situated low in the uterus 
that symptoms of pelvic pressure are met with, or when, through a 
weak lower uterine segment, the uterus becomes retroflexed and the 
tumour incarcerated. The minor pressure symptom of frequency of 
micturition is common, but is of trivial importance. 

In only five cases of growths from the body of the uterus have 
pressure symptoms been the sole cause of the patient seeking advice ; 
three were due to retention of urine, one to cramp in the legs, and 
one to pressure on the ovaries prolapsed below the tumour. 

The history of the cases of retention of urine was similar through- 
out, viz., a temporary stoppage before and sometimes during 
menstruation, due to the enlargement of the uterus and tumour at 
this time. 


As might be expected the cervical tumours were mainly associated 


with symptoms of intra-pelvic pressure. 


Pain. 
Severe dysmenorrhea, though frequently associated with bleeding 
fibroids, I have only met with as the chief symptom twice in this 
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series, once with a cervical tumour, and once with an incarcerated 
growth in the posterior wall. Constant pain in, and tenderness of, the 
tumour in uncomplicated cases I have not met with, although it 
formed the most marked symptom in two of the three cases com- 
plicated with pregnancy. 


Nervous Symptoms. 


Reflex neuroses are uncommon. One case, however, is of special 
interest, as by the removal of a uterus, the seat of multiple fibroids, 
cure was effected of a persistent laryngeal cough, so excessive as 
to produce laryngismus stridulus, of such an aggravated nature 
as to menace the life of the patient. In another instance persistent 
vomiting was similarly cured. 

Unlike ovarian tumours fibroids do not seem to influence the 
mental state of the individual to any marked extent; one does not, 
therefore, meet with the drawn, care-worn expression, so well known 
as the “Ovarian Facies.” 


Influence on Child-bearing. 


Perhaps it may not be out of place to give the statistics which 
appertain to child-bearing. Of the 120 cases 71 were married; 42 
of these were absolutely sterile, and the remaining 29 had an 
aggregate of 78 children, which shows a general fertility of slightly 
over one child each. But still more striking is the fact that when 
the patient came under treatment the average age of her youngest 
child was nine years, which, to my mind, is convincing proof of the 


sterilizing effect of these growths—a much debated question at the 
present time. 


The association of heart and kidney complications with fibroids, of 
which so much has been made by some writers, I have entirely failed 
to find. Beyond the necessary feebleness of the heart’s action due to 
prolonged anemia, I have met with no particular heart lesion which 
could be attributed to the presence of the tumour. Being impressed 
with the records of kidney complications, I at first carefully tested 
the urine in all my patients, but met with such uniformly negative 
results that I have completely abstained from continuing it as a 
routine practice. It is indeed surprising how free patients remain 
from kidney affections when one considers the near relation of the 
ureters and their necessary displacement in many cases; but, so far 
as I know, I cannot produce a single instance of this complication. 

Beyond the mere recording of the symptoms as above, the clinical 
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features call for no special remark, they merely corroborate what is 
already so well known and may be shortly summarized as follows :— 


Ist. The main symptom of fibromyomata is hemorrhage. 

2nd. They markedly tend towards sterility. 

3rd. Only exceptionally are they the cause of pain, severe 
pressure symptoms, or other complications. 


Pathology. 


It is from this aspect that a review of these cases is most interest- 
ing. They may be tabulated as follows :— 


1. Tumours of the Uterine Body. 
A. Simple fibromyomata ... ... «0. 1... os total 68 
i Te kee cece ee ee 
(b) Single ie hie tee te in came ie 
BD. Tees cc ws ass es ae 
(a) Gidematous dss Sell, Pl 
(6b) Red degeneration or a Ke 
(c) Cystic 
(d) Calcified 
(e) Sarcomatous 
(f) Telangiectatic ... ‘i 
(g) Diffuse nodular fibrosis ... 
C. Complicated with other growths 
(a) Adeno-carcinoma of body 
(6) Mucous polypi ... 
(c) Cystic ovarian tumour .. 
(d) Solid ovarian tumour 
(e) Broad ligament cyst 
D: Complicated with pregnancy 
E. Complicated with marked ascites 


2. Tumours of the Cervi« 
(a) Single 
(b) Multiple 


3. Tumours of the Body and Cervix combined... ... ... total 


As this table shows, the majority of the cases were multiple and 
simple; 63 grew from the body of the uterus and seven from the 
cervix; of the latter six were solitary and one multiple. In two cases 


there was a universal involvement of the whole of the uterine body 
and cervix. 
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The general and histological characteristics of these growths are 
too well known to warrant any detailed description in an article of 
this nature. The proportion of connective tissue to muscle fibre 
varies within wide limits. The hard and slow growing tumours are 
mainly fibrous, while the soft, rapidly growing ones have a larger 
proportion of muscle in their composition. Special reference, how- 
ever, may be made to the primitive character of the blood-vessels 
throughout the tumour; they are more of the nature of sinuses, and 
thus necessarily tend to a sluggish circulation through the growth, 
readily influenced by the varying external condition, and this in turn 
will predispose to secondary degenerative changes which’‘are so 
common. 

As the table shows, cdema is the most common change; it 
occurred in 12 cases, in 10 of which it would appear as if the 
condition was due to a simple interference with the lymph return, 
resulting in a serous infiltration of the tissue and a slow, secondary 
degenerative change in the fibres, as evidenced by destruction of 
their nuclei and granular changes in the cell protoplasm. This 
naturally occurs in multiple as well as in solitary growths; 
the degenerative process may be confined to isolated portions 
of the tumour with intervening patches of healthy tissue. In 
the early stages, the cut surface of the tumour has a softened 
appearance, and a clear yellowish non-coagulable fluid exudes; 
in the later stages, degenerated areas are found in all degrees of 
dissolution, culminating in degeneration cysts with thick coagulable 
contents. Microscopically, blood extravasations will be found 
throughout the tumour, showing congestion from slight impairment 
of the venous return. These advanced changes are more frequently 
met with in the stalked subserous varieties of tumour, and are 
probably due to interference with the circulation in the pedicle. 
The most marked case in my experience was met with where the 
pedicle was partially twisted. 

In two solitary growths, however, the changes were so marked 
and the appearances so different that it is questionable if one 
had not to deal with a different variety of growth de novo. These 
tumours, in their general features, closely simulate the growths 
described first by Lawson Tait as adematous fibroids; like 
Tait’s cases also they occurred in young women (26 and 28 
respectively), and were solitary and interstitial in position. To 
the naked eye the tumour showed on section a spongy appear- 
ance with numerous small, well-defined cysts. Microscopically the 
degenerating fibromyomatous matrix was here and there infiltrated 
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with numerous small cells of almost embryonic appearance. No 
cellular lining could be identified in the larger cysts, but occasional 
lined spaces with endothelium could be seen. Some portions markedly 
simulated myxosarcomatous change, but it is improbable that they 
were really malignant, for, after removal there has been no evidence 
of recurrence. I have little doubt that the original tumour which gave 
rise to the unilocular fibrocyst, was probably of the same character. 
This growth was met with in a young woman of 31, who suffered 
from constant uterine hemorrhage, and consequent severe anemia. 
The contents of the cyst were amber-coloured and spontaneously 
coagulable. 

Closely allied to the edematous is the red infarction, or so-called 
necrobiotic tumour, which, on section, shows a dark-purplish appear- 
ance. On microscopic examination the muscular and fibrous tissue 
fibres are seen to be markedly degenerated and stained by hematin, 
similar to red infarction met with in the spleen and kidney. This is 
probably due to a primary slow interference with the venous return 
resulting in stasis. Most examples of this change have been found 
in fibromyomata connected with pregnancy, which is natural from 
the increased vascularity resulting from gravidity. These tumours 
rapidly increase in size and are said by Fairbairn to be associated 
with tenderness; this symptom was not present in the case I met 
with, nor was it so in a very marked example of Dr. Fordyce’s, which 
he kindly allowed me to investigate. 

The calcified tumour I removed from a lady of 69, on account of 
pressure symptoms, due to pelvic impaction. The uterus which 
formed the pedicle was little thicker than an ordinary pencil. 

I have already published an account of the sarcomatous tumours 
removed from patients of 59 and 71 years of age. As I then stated 
the history of the cases and microscopic characters of the growths 
gave convincing proof of their origin from pre-existing fibroids. 

The most peculiar of all the growths I have removed is perhaps 
that which I have designated “ diffuse nodular fibrosis.” In this 
instance, as may be seen from the specimen, the uterus was uniformly 
enlarged to the size of a six months’ pregnancy. On section the 
cavity of the uterus was seen to maintain its triangular shape. The 
uterine walls were enormously thickened by innumerable, small, 
white, hard, unencapsulated nodules, many of which protruded into 
the uterine cavity in polypoidal form, but were enclosed by a 
definite uniform layer of uterine muscle externally, which preserved 
the smooth, regular contour of the uterus, as a whole. Microscopic- 
ally the nodules were mainly composed of white fibrous tissue, with 
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a few muscle fibres. The patient suffered from profuse uterine 
hemorrhage only. 


Interstitial Cervical Fibro-myomata. 

I have met with seven examples of this variety of growth, a 
proportion which quite coincides with the general statistics regarding 
the frequency of these tumours, viz., 6 per cent. Two were situated 
in the anterior wall and five in the posterior; all but one were single. 
They are of great interest, and I may therefore be permitted to refer 
somewhat more specially to them. 

The largest weighed 6} lbs., but all were big enough to fill the 
superior strait of the true pelvis, and thus give rise to pressure 
symptoms; they assumed at the same time the characteristic ovoid 
shape due to compression by the pelvic walls. In five the entire wall 
of the cervix was uniformly involved (supravaginal, intervaginal 
and intravaginal), and the cervical canal was thus much dilated 
transversely, while the opposite wall was much attenuated by being 
stretched over the growth. The os externum was represented by a 
wide transverse opening which easily admitted one or two fingers. 

The body of the uterus remained unaffected and was evident as a 
nodule on the top of the tumour. In two instances it was the seat of 
a small fibroid. 

The bladder in each case was lifted up into the abdomen by the 
tumour itself when anterior, and by the stretching of the anterior 
wall in the posterior growths. 

In one instance the displacement of the body was very 
pronounced; here it was found retroflexed in the pouch of 
Douglas after complete liberation of the growth. In this instance 
the operation was complicated by the absence of the usual landmarks, 
on account of the entire pelvic inlet being filled with the incarcerated 
tumour, which effectually prevented the detection of the uterus and 
ovaries lying beneath it. The bladder also was found pressed 
against the side wall of the pelvis, and was much enlarged from 
long previous distension. 


Supra- and Intra-vaginal Cervical Fibroid. 

This growth in the posterior wall differed from the preceding, so 
far as physical signs were concerned, in the absence of dilatation of 
the os externum, as would be expected from the want of involvement 
of the intra-vaginal portion. The symptoms were simply those of 
pressure without hemorrhage. 

The removal of all these cervical growths is tedious and difficult, 
firstly, from their deep situation in the pelvis, and secondly, from the 
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displacement of the surrounding structures, particularly the ureters. 
Their close and intimate connection with the rectum, if growing 
from the posterior wall, is a cause of difficulty at the operation, and 
danger subsequently, as there is a tendency to infection of the raw 
bed of the tumour by the bacillus coli, which in one of my cases 
caused the death of the patient. To mitigate this danger as far as 
possible I now have the rectum thoroughly washed out by enemata, 
for several days after the operation. 


Subserous Supra-vaginal Cervical Fibroid. 


This tumour I removed by supra-vaginal hysterectomy, as after 
enucleation of the growth from the recto-vaginal septum, I was able 
to secure a good cervical pedicle. 

The patient suffered from severe rectal symptoms, constipation 
alternating with diarrhcea, severe tenesmus, and occasional attacks 
of retention of urine. The uterine canal, though increased in 
length, was not stretched transversely as in the former tumours. The 
intra-vaginal cervix was well marked, and appeared normal; while 
the posterior vaginal wall was bulged forward by the growth. After 
removal there was considerable suppuration of the bed of the tumour, 
due to infection of the bacillus coli through the rectum. Evacuation 
of the pus fortunately occurred spontaneously through the patent 
cervical canal. 


Uniform Enlargement of Body and Cerviz. 

Of this combined variety I have had but two cases, and so far as 
my experience goes they form the most formidable type from the 
surgeon’s aspect, from their unweildiness due to size and pelvic 
incarceration. In one the lower pole of the growth was sloughing 
and gangrenous, and the patient died three days after the operation 
from septic peritonitis. 


Complications. 

The frequency of the association of fibromyomata with other 
pelvic and uterine new growths is interesting and instructive. That 
ovarian cystic tumours are not more frequent is somewhat surprising, 
when one considers how often cystic changes are met with in fibro- 
myomata. 

The presence of mucous adenomata in nine cases is what might be 
expected, from the increased vascularity of the organ; and in the 
same way adenocarcinoma with fibroids is of importance clinically, 
in so far as it may account for a rapid development of serious 
hzmorrhage in a case previously quiescent. Further, the knowledge 
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of the comparative frequency of adeno-carcinoma makes it imperative 
that before performing subtotal hysterectomy for bleeding fibroids, 
the cavity of the removed uterus should be laid open and thoroughly 
inspected, when, if malignancy is found, the cervix should be excised. 
In one of my cases I omitted to follow this rule and did not 
recognise the condition till some weeks later. No development, how- 
ever, of the malignancy has subsequently occurred, though the 
operation was performed over three years ago. 

In one case only have I met with marked ascites, a coincidence so 
common with simple fibrous ovarian tumours. This is probably 
accounted for by the uterine tumours being extra-peritoneal. 

The association of pregnancy with fibroids has been the indication 
for hysterectomy in three cases; in one case at the third month, 
in the others at the fourth month. The reason for operating was 
in two cases ‘severe continuous pain and pressure symptoms; in the 
third case I did it to complete the operation commenced by another 
surgeon, who was under tke impression he was dealing with an 
ectopic gestation. It would be out of place in this paper to deal with 
the treatment of fibroids and pregnancy generally. But it seems to 
me that unless urgent symptoms manifest themselves, pregnancy 
should, in the majority of cases, be allowed to continue, but if inter- 
ference becomes necessary, hysterectomy is preferable to the induction 
of abortion. In the latter not only have we the immediate dangers 
due to hemorrhage and imperfect expulsion, but the remote com- 
plications due to degenerative changes in the growths, and the 
possible recurrence of the pregnancy. 


The Operation. 


The method of operation I prefer is the subtotal or supra-vaginal, 
and I consequently perform it in all cases where there is no 
special indication for the total operation—such as cervical involve- 
ment or associated malignancy. I have adopted the subtotal 
operation in 105 cases, as against 15 pan-hysterectomies. 

I have been led to this decision almost entirely on account of the 
fact that it is simpler to perform, which, of necessity, infers that it 
is quicker and safer. From considerable experience in abdominal 
surgery I am more and more convinced, that rapidity of 
operation (in conjunction, I need hardly say, with thoroughness) is 
of great value, and if the same end can be obtained I infinitely prefer 
the shorter method. 

It has been claimed by the supporters of the total operation that 
the possible chance of a subsequent malignant cervix is removed. 
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This must be admitted, but as I have already shown in a previous 
paper read to this Society, the chances of such a contingency are so 
infinitesimal that they are almost unworthy of consideration. It has 
also been stated that there is a greater liability to secondary intestinal 
obstruction from adhesion to the peritoneal cicatrix in the subtotal 
method. My experience on this point is, I am glad to say, nil, but 
at the same time I cannot imagine that a peritoneal cicatrix can have 
any more tendency to attract and fix intestines because it happens to 
have a stump of cervix behind it. 

It would be superfluous to describe the general steps of the 
operation to a meeting of this Society. However, a few important 
details acquired by experience might be mentioned. After trying 
all modes of securing the vessels, I have come to the conclusion 
that the most rapid and effective way is to clamp with forceps, and 
after removal of the tumour, tie them. By this means they are 
more securely ligatured and no time is wasted by reinforcing sutures. 

The cervical stump I leave as it is cut, the formation of flaps I 
consider not only superfluous but harmful, as I believe that the 
patent cervical canal may form a ready drain should any suppuration 
occur in the subperitoneal tissues from which the tumour may have 
been enucleated, as shown in one of my cases already described. 
The layers of the broad ligament I appose by means of a continuous 
silk suture; and I am careful to invert the edges in Lembert 
fashion. This may perhaps account for the absence of intestinal 
obstruction from adhesion to the cicatrix. 


I have closely followed the popular lines as regards details in 
technique, with two exceptions, viz., the use of sponges, and suturing 
the abdominal wound. I prefer sponges to swabs for many reasons. 
They are softer and kindlier to the peritoneum. They have more 
resistance in shutting off the bowels in the abdominal cavity, and 
they are much more absorbent; by this means the peritoneal toilet 
can be more quickly performed and with less irritation to the delicate 
peritoneum. And lastly, they are more readily counted. That they 
are more likely to be the source of sepsis I emphatically deny. Out 
of many hundred laparatomies in which I have used them, I cannot 
recall one instance in which sponges have infected the patient. By 
suitable methods they can be rendered as sterile as any swab. The 
following is the method I employ :—New sponges are laid between 
towels and beaten to thoroughly break up cretaceous matter. They 
are then soaked for 24 hours in a solution of carbonate of soda—t lb. 
to the quart,—after which they are rinsed until no sand is deposited. 
They are then kept permanently in jars in a solution of 1—60 carbolic 
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until required. Before operation they are put in a solution of 
carbolic 1—20, over night, and immediately before use they are 
squeezed from this and placed in hot sterile water. During the 
operation the following rules are attended to:—After being soiled 
they are thoroughly rinsed in cold and tepid sterile water con- 
secutively, and lastly are returned to the hot sterile water ready for 
use. After the operation they are thoroughly rinsed, then soaked in 
the soda solution for 24 hours; again rinsed thoroughly and returned 
to the carbolic solution 1—20. One set of sponges may, if care be 
taken, suffice for, at least, 30 operations. They should be squeezed, 
not wrung, as by this means they are not torn and ragged, and any 
chance of leaving small torn pieces in the abdomen is avoided. 

In stitching the abdominal wound I use the through and through 
method, using silk-worm gut as the suture material. So far as I 
know, the cicatrix has proved as firm as that by the other more 
elaborate methods. Other things being equal, therefore, I again 
prefer the simpler and more rapid method. 

The risk of hernia, I believe, is mainly to be met by 
the patient steadily wearing a well-fitting abdominal belt, for at 
least a year after the operation. By following this rule experience 
leads me to believe that the through and through sutures does all 
that can be desired. 

The removal of the ovaries with the uterus must depend on their 
situation and freedom from disease. In many cases it would materi- 
ally complicate the operation to save them, and very frequently they 
appear so pathologically changed that one hesitates to leave them. 
The age of the patient must always have some guiding influence. 
After the age of 40 their removal does not seem to incur such 
distressing climacteric symptoms. [n one of my cases in which they 
were left, the patient died of sarcoma of the ovary four months 
after the operation. 

The post-operative treatment I follow is of the simplest. The 
patient is allowed and encouraged to lie in whatever position she may 
feel most comfortable. The continued dorsal position is so intolerable 
to many that its enforcement is needlessly harsh, and no good 
purpose can be served by doing so. After chloroform sickness stops, 
tea, soups, and other liquid nourishment can be freely partaken of. 
The bowels are moved on the morning of the third day, after which 
ordinary plain diet is allowed according to fancy. The starvation of 
the patient from all food for the first 48 hours, and the subsequent 
existence for weeks on slops, like the enforced dorsal position, may 
happily now be looked upon as a relic of the past—the nature of 
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barbarism. The first movement of the bowels after the operation 
should be gentle. Calomel, the favourite aperient, in these cases, I 
find, is often too severe and should not be given to elderly or weak 
women. 

For the first 48 hours the urine is drawn off, after which it should 
be passed voluntarily if possible. Sometimes, however, there is great 
difficulty in emptying the bladder for many days, as might be 
expected from the liberties which have been taken with its attach- 
ment to the uterus. 

To enter into the details of the management of minor complica- 
tions, though important, would be wearisome, and does not come 
under the scope of this article. I may say, however, that careful and 
intelligent nursing has done as much towards the success of the 
operation, as the improved technique of the operator. Asepsis and 
improved methods have done much to make hysterectomy a safe 
operation, but the knowledge of details in the after treatment forms 
the finishing touch which has reduced the mortality to the vanishing 
point. 

I have, unfortunately, to record three fatal terminations, one 
after the supravaginal method had been employed and two after the 
total operation. The former occurred in a patient reduced to the 
extreme of bloodlessness, who never rallied from the effects of the 
operation. The latter, I regret to say, were due to septic infection. 
This, in one instance, was the result of infection of the bed of the 
tumour by the bacillus coli, through the bared rectum, from which 
the large posterior cervical fibroid was separated. The other case I 
have incidentally already mentioned as due to peritoneal infection 
from a sloughing growth involving both cervix and body. To attempt 
to draw any conclusions as to the relative risks of the two methods 
from my experience would be absurd, as beyond two when I did 
the total operation mainly to acquaint myself with its technique, 
all the cases were complicated and difficult. 


Indications for Hysterectomy. 

Before concluding, it might perhaps be well to dwell shortly on 
the lines which have guided, and the conditions which have influenced 
me in performing the above series of operations, or in other words, 
discuss the indications for hysterectomy. In considering this im- 
portant question three factors stand prominent. 

Firstly, as regards the operation : — 

(a) Is it sufficiently safe to warrant its adoption except from 
the direst necessity ? 
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(6) Are there any alternative methods of treatment of equal 
value ? 
(c) Are the remote results satisfactory ? 

Secondly, as regards the effects of fibromyomata : — 

(a) Are they sufficiently detrimental to the well-being of the 
individual to warrant such radical treatment ? 

The risk of life from the operation in competent hands has, in 
the last decade, been reduced to such small proportions as to give 
rise to little anxiety. Doubtless I have in my 120 cases to record 
three deaths, but in each and all the condition of the patients was so 
perilous that anything short of hysterectomy could not have spared 
these lives beyond a few months; and in one case had the operation 
not been delayed so long the result would probably have been 
different. 

The alternative methods of treatment are so uncertain that it is 
questionable if, in the face of the certainty from hysterectomy, they 
are worthy of adoption. Removal of the ovaries has practically the 
same risk as the major operations, which, with its uncertainty, makes 


it, except in very exceptional circumstances, unworthy of considera- 
tion. 


Electric treatment, though doubtless of value in many instances, 
is also uncertain, and at the same time irksome. It has undoubtedly 
had its day when hysterectomy was fraught with a large mortality, 
and can be looked back on with respect, but under existing conditions 
it may be said it has been entirely superseded. 


Medicinal Treatment is seldom curative and only occasionally 
even temporarily beneficial. 


The results of hysterectomy are perhaps the most happy of 
gynecological surgery. With judicious conservation of the ovaries 
the after effects of the operation are all that can be desired; and if 
symptoms are present which justify curative treatment, in the 
majority of cases it stands pre-eminently first as the method of 
selection. In some cases of pedunculated and solitary tumours, 
myomectomy is perhaps preferable as a conservative operation, but 
these are few and far between, and myomectomy cannot be reckoned 
as an alternative method of treatment in most instances. In this con- 
nection, however, it is well to impress the fact that in cases of severe 
bleeding from small tumours the cavity of the uterus should always 
be explored by the finger prior to laparotomy being performed, so as 
to exclude the chance of a stalked submucous growth being the sole 
cause of the symptoms. 
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Much has been written, and more has been said, regarding the 
miserable condition of the so-called victims of hysterectomy. 
They are described as not only losing their sexual functions, but 
actually developing masculine attributes, such as a moustache or a 
deep sonorous voice. Still further, it is said that their mental 
equilibrium is apt to be rendered unstable; but this I trust we surely 
cannot consider a further simulation of the male! Fortunately, my 
experience leads me to give such assertions a flat denial. It is 
probable that after this operation some women have accidentally 
become insane, and the mole-hill has thus become developed into a 
mountain. Yet there can be little doubt this canard has seriously 
prejudiced the popular mind and ought to be strenuously controverted. 
I have made strict enquiry from a number of medical super- 
intendents of private and other asylums. So far I have succeeded in 
unearthing one solitary inmate who, in their experience, had no 
uterus. In comparison with this so-called mutilation there are scores 
without breasts and appendices, and so far as I know there has been 
no cavil from the psychical aspect at their removal. Surely the 
subject bears looking into by the anti-operator. From the other 
aspect the fact that numbers of asylum inmates suffer from fibroids 
might with more weight be urged as another indication for their 
removal. 

Experience teaches me that, almost without exception, the return 
to health, both bodily and mental, after operation is perhaps the 
most encouraging reason for its adoption. The happiness of the 
individual upon restoration to health after so many years of illness 
is indeed striking. 

From a clinical aspect hysterectomy is only to be considered when 
fibromyomata give rise to well-marked symptoms, and when the age 
of the patient is such that there can be no reasonable expectation of 
a cure from natural causes within a reasonable time. To operate 
simply on account of the presence of a fibromyomatous growth is 
absolutely reprehensible. But, on the other hand, to condemn a 
woman to years of invalidism, waiting on the menopause, is infinitely 
more so, as by this means the best years of her life are wasted on the 
chance of a comfortable old age. 

In this connection it is well to remember that from the insidious 
and slow manner in which the patient is reduced in health she 
is unaware of her inefficiency and weakness, and is but too ready 
to exist instead of live, and this at the expense of the friends 
immediately associated with her. She knows not what it is to live 
in health and happiness, but drags through an undesirable 
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existence in the fond hope that when she is old she will be stronger. 
To aid and abet in such an existence is unworthy of our profession, 
when a ready and safe means for its avoidance is at our disposal. On 
this account I urge women when invalided by hemorrhage and 
weakness, to consent to the small risk which the operation entails that 
they become able to worthily fill their places in their social spheres. 

It is the absence of pain which, from the patient’s standpoint, 
predisposes more than anything to the postponement of the operation, 
as proved by the readiness with which they agree, nay, even 
personally urge similarly severe operative procedures when the 
appendages are diseased. Yet, I am prepared to say, they are no 
more social and physical wrecks in the latter case than the former. 

In spite of the fact that there is so little danger to life, it is 
pitiable to think that many women of early middle life are 
encouraged to exist in a state of semi-invalidism—the result of 
bleeding—simply in the hope that probably when their best years are 
past they may be relieved of their suffering, and this simply to 
avoid undergoing the risk of an operation with such a small 
mortality. In this there is little doubt sentiment plays a consider- 
able part. The mythical idea of being unsexed by the operation is 
strong but erroneous. In the working classes and the poor, necessity 
demands otherwise, but among the more affluent classes it is 
different. Fashionable Spas are flooded with them and the bath- 
chair attendant reaps a large harvest. 

Now that surgical methods are so perfected as to reduce the risk 
of radical operation to the vanishing point, I feel one is warranted in 
taking a strong position against long-continued temporising treat- 
ment, and if a woman’s health and happiness are impaired by reason 
of a uterine fibromyoma, to urge strongly its removal. To suggest 
resting so many hours daily, and lying in bed during each menstrual 
period, for a space of so many years—a method of treatment (if such 
it can be named) I have too commonly seen—is to my mind puerile 
at the best. 

To sum up I believe that hysterectomy is indicated in the majority 
of interstitial and subperitoneal fibroids, which give rise to symptoms 
and reduce a woman’s health, comfort, and usefulness, when under 
45 years of age; also in all cases at any age when urgent symptoms 
are present and myomectomy cannot readily be performed. When 
no symptoms are present no treatment is necessary, and it is unwise 
to tell the patient that the condition exists. 

I may have stated my ideas strongly, but I feel convinced if they 
were more frequently followed there would be many a cleaner hearth 
and happier home than at present. 
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Remarks on Tubercuiar Disease of the Fallopian 
Tube, with Analysis of Eight Cases. 


By Arnotp W. W. Lea, M.D., B.S., B.Sc., F.R.C.S., Lecturer on 
Obstetrics and Gynecology, Manchester University; Surgeon, 
Northern Hospital for Women and Children, Manchester. 


Tue cases analysed in the accompanying table comprise all the 
examples of this disease upon which I have operated. In six the 
proof of the tubercular nature of the affection was complete. In 
one case (No. 7) the patient had tubercular peritonitis with adherent 
appendages, but no tubercle could be discovered in the Fallopian 
tube after removal. In another case (No. 8) the patient had early 
tubercle of the lungs associated with adherent pelvic peritonitis and 
hydrosalpinx. Sections of the tube did not clearly demonstrate the 
presence of tubercle, and inoculation experiments gave negative 
results. Four of the cases were fully reported in the British Medical 
Journal, October 17th, 1903. The subsequent history of these cases 
is now recorded with notes of four additional cases. 


The frequency of tubercular salpingitis has been variously 
estimated. Thus, out of 1,462 autopsies performed on tubercular 
women collected from various sources, the internal generative organs 
were affected in 82, z.e., a proportion of 6 per cent. In children, 
Dr. Still found 12 cases of genital tuberculosis in 126 autopsies, 
2.e., 9°5 per cent. 

The proportion of cases met with in operative work is uncertain, 
for unless each Fallopian tube is carefully examined after removal, 
many examples of tubercular salpingitis will escape detection. An 
analysis of 5,419 cases of operation for salpingo-oophoritis by various 
operators gives 90 cases of tubercular disease, which is rather less 
than 2 per cent. It is probable that tubercular salpingitis is more 
common than these figures would suggest. The chronic types: of 
this disease, with extensive development of fibrous tissue, closely 
simulate other forms of inflammatory disease of the tube, and can 
only be differentiated by microscopic examination. This was first 
proved by W. Williams, who, in recording seven cases of tubercular 
salpingitis, stated that in only two instances was its true nature 
recognised at the time of operation. 

The source of the infection of the tube cannot always be demon- 
strated. There seems no reason to doubt that tubercle bacilli may be 
deposited in the Fallopian tube through the blood or lymph streams 





Fic. I.-- Miliary tuberculosis of Fallopian tube with 
perisalpingitis and adhesions (Case No. 1). 


Fie. I1.-—Diffuse miliary tuberculosis of tube; mucous 
membrane much increased in thiekness (Case No. 6). 








Fic. IL -Tubercular Salpingitis, section of wall of tube 
showing miliary tubercles in mucosa (Case No. 6). 


Fic. 1V.—-Tubercles with giant cells (Case No. 1). 
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in the absence of direct peritoneal infection. The great vascularity 
and abundant lymph-supply of the tube, its folded mucosa and scanty 
secretion, suggest a favourable nidus for the deposit of tubercle 
bacilli, comparable to the synovial membranes and epiphyses of joints. 
There is also reason to believe that the bacilli may remain latent in 
the tube for an indefinite time, and that under the stimulus of 
marriage or the introduction of other organisms, especially the 
gonococcus, the infection becomes active. The existence of a primary 
focus in the lungs or elsewhere cannot be excluded in many of these 
cases, but clinically the infection of the tube may be primary. 

The Fallopian tubes frequently become infected from the 
peritoneal cavity either by deposit of miliary tubercle on the surface 
of the tube, or by the entrance of bacilli into the abdominal 
ostium. The tubes may also become involved by direct continuity 
of tubercular tissue, as by adherent omentum, or by a loop of 
tuberculous intestine, or by the appendix becoming adherent to the 
tube. Infection from the peritoneum is probably the most usual origin 
of tubercular salpingitis. It has been shown that particles in the 
peritoneal cavity are readily conveyed into the tube by peritoneal 
currents, and the same is certainly true of tubercle bacilli. The 


changes are almost always most advanced in the outer portion of the 
tube; indeed the uterine end of the tube is often quite free from 


tubercle, and its lumen occluded, thus preventing infection of the 
uterine mucous membrane. 


In the cases here recorded the disease was associated with well- 
marked tubercular peritonitis in three instances (Nos. 1, 4, and 7). 
In Case 4 the infection of the tube was only part of a general miliary 
tuberculosis of the peritoneum, and associated with tuberculous 
peritonitis. In one case (No. 8) the patient had suffered from early 
tubercle of the left apex of the lung; adhesive pelvic peritonitis 
was present, leading to occlusion of the abdominal ostium and hydro- 
salpinx. The lesions in the tube showed chronic salpingitis but no 
definite tubercles. The patient was a “virgo intacta,’ and no other 
cause for the salpingitis was discoverable. 

In four cases there was no evidence of tubercular peritonitis or of 
any primary focus of tubercle elsewhere in the body. In these cases 
the affection was, clinically, primary (Nos. 2, 3, 5 and 6). In none 
of these cases was there any evidence of infection from without, the 
so-called “ascending type” of Hegar. It has been proved that the 
uterus and appendages may become infected by coitus; moreover the 
vagina and uterus may escape infection, the tubes only becoming 
involved. In four of these cases the patients were single and the 

17 
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hymen was intact. Four of the patients were married and all were 
sterile; this appears to be the rule in tubercular disease of the tube. 
The husbands of these women were all in good health. 

Heredity does not appear to have a great influence in determining 
tubercular disease of the tube, as in only two cases was a definite 
phthisical history in the family obtained. 

It will be observed that the age of the eldest patient was 32, and 
she had suffered from pelvic symptoms for five years. The ages of 
the other patients varied from 17 to 29 years. Tubercular salpingitis 
may, however, occur at any age, but is most frequent during the early 
period of sexual life—20 to 30 years. 


Pathological Anatomy. 


The disease usually commences by the appearance of miliary 
tubercles in the mucous membrane of the tube, which is always much 
swollen, and the whole tube becomes considerably enlarged. The 
epithelium may be retained for a considerable time, but an extensive 
exudation of round cells occurs with swelling of the plice. In some 
cases the appearances are those of chronic catarrhal salpingitis, with 
scattered tubercles in the mucosa, often containing giant cells. The 
tube may remain in this condition, but more frequently the process 
extends, as 

1. Diffuse miliary tuberculosis of the tube. The whole mucous 
membrane becomes enormously thickened, and areas of caseation 
appear. The abdominal ostium is occluded. The whole tube becomes 
very tortuous. Perisalpingitic adhesions are formed, fixing the 
tube to the back of the uterus, the ovary, and the floor of the pelvis. 

2. Tubercular pyosalpine. As a result of closure of the ostium 
abdominale the outer portion of the tube becomes distended and may 
reach a large size. At this stage the walls of the tube become 
thinned and the mucous membrane destroyed. Sections, however, 
made near the uterine end of the tube will demonstrate the tuberculous 
nature of the disease. The contents are usually caseous pus. 

3. Diffuse fibroid tuberculosis. This is a very chronic type of the 
disease, and is characterised by a considerable formation of fibrous 
tissue in the walls of the tube. The surface is covered by peritonitic 
exudation often containing miliary tubercles, which are also scattered 
through the walls of the tube and surrounded by dense, round-celled 
exudation. The tube is tortuous and nodular, and is often firmly 
adherent to the ovary. 

4. In some cases of tubercular peritonitis the Fallopian tube shows 
merely catarrhal changes. These may lead to occlusion of the ostium 
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and peri-salpingitic adhesions, but sections of the tube may fail to 
demonstrate the characteristic lesions of tubercle. Tubercle bacilli 
are often difficult to discover. In three cases of tubercular pyosalpinx, 
although miliary tubercles were abundant, no bacilli were present in 
the pus. The most conclusive test of the tubercular nature of the 
disease is afforded by inoculation into guinea-pigs. This was kindly 
carried out for me in four of these cases by Prof. Delépine, of 
Manchester University, to whom I wish to express my thanks. 

The ovary escapes infection in the great majority of cases, and 
appears to possess very marked resisting power to the tubercle bacillus. 
Sections of the ovaries were made in each case, but none showed 
tubercular infection. In Case vii. the ovaries were embedded in 
tubercular peri-metritic exudation, but on section were apparently 
healthy. In Case v. a small caseous nodule was found on the left 
ovary, where it was firmly adherent to the tube. In three cases the 
ovaries were embedded in dense peritoneal adhesions. On section 
they showed increased density of the stroma, with numerous cystic 
follicles, many containing blood-clot. In four cases the ovaries 
appeared to be perfectly healthy and free from adhesions. 

Uterus. 

The frequency with which the uterus is involved in tubercular 
salpingitis has been much discussed. In nearly all published cases 
the endometrium has been infected secondarily to the Fallopian tubes. 
I have not found any evidences of tubercular infection of the uterus 
in these cases. In Case iv.,an example of general miliary tuberculosis, 
it is probable that the uterus was infected, but an autopsy was not 
obtained. In three cases (Nos. 5, 6 and 8) curettage was carried out 
as a preliminary to removal of the tubes. Sections of the curetted 
fragments showed no evidence of tubercle. Case No. 6 is of especial 
interest, inasmuch as after removal of the Fallopian tubes and one 
ovary, menorrhagia, which had previously been absent, commenced, 
and became very excessive. On two occasions I again curetted the 
uterus, removing a large amount of mucosa. This, however, only 
showed the appearance of chronic glandular endometritis. Finally 
the uterus was removed. Sections again showed complete absence of 
tubercle, the condition of the uterus being one of sclerosis with 
glandular endometritis. 


Clinical History and Diagnosis. 


This does not present features which clearly distinguish 
tubercular salpingitis from other forms of inflammation of the 
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appendages, and an absolute diagnosis is often impossible. Never- 
theless, a careful study of the history of the case, together with 
certain clinical characteristics, will often strongly suggest the 
tubercular nature of the affection. The influence on menstruation 
is variable. In five cases this was scanty and accompanied by severe 
pelvic pain. In two cases menorrhagia was observed, although the 
uterus was not infected with tubercle. In a case of acute miliary 
tuberculosis of the peritoneum and appendages, amenorrhea was 
observed for three months. Leucorrhea may be present, and if 
profuse suggests infection of the uterus. 

Pelvic pain was observed in all these cases. It is probably due to 
adhesions around the appendages, for a large tubercular pyosalpinx 
may exist without any pain being produced. In two instances 
(Nos. 1 and 3) the patient had recurrent attacks of severe pelvic pain 
with definite signs of peritonitis, and in both an intra-peritoneal abscess 
had formed around the abdominal ostium of the tube. Pyrexia was 
present in three cases only. In two it was associated with an intra- 
peritoneal abscess, and in one with general tubercular infection of 
the peritoneum. So long as the disease remains limited to the 
Fallopian tube, no rise of temperature may be expected to occur. 

The physical signs present on bi-manual examination do not afford 
conclusive evidence, unless tubercular peritonitis is associated with 
the tubo-ovarian swellings. It has been suggested that examination 
of the fragments curetted from the uterus might be helpful. If 
positive evidence of tubercle is thus obtained it is of great value. On 
the. other hand a negative result does not exclude tubercular sal- 
pingitis. Curettage was carried out in four of these cases with nega- 
tive results, and the subsequent history of the patients excludes 
tubercular endometritis. It is certain that in tubercular salpingitis 
the uterus often escapes infection, at least in the early stages of the 
disease, when a correct diagnosis is of great practical importance to 
the patient. 

The previous history of the patient is of the utmost importance. 
It is generally recognised that the existence of tubo-ovarian swellings, 
with pelvic peritonitis, in a patient who is “virgo intacta,” or in whom 
septic or gonorrheal infection can be excluded, is strongly suggestive 
of tubercle. If there is any evidence of tuberculosis elsewhere, the 
diagnosis is almost certain. It must, however, be borne in mind that 
tubercular salpingitis, which is clinically primary, is far from un- 
common. It is noteworthy that extensive disease of the appendages 
may occur, without any serious effect on the general health. 

These considerations apply mainly to single or sterile married 
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women. In parous women it is practically impossible to diagnose 
tubercular disease of the appendages in the absence of positive proof 
by detection of bacilli in the uterine discharge. 


Prognosis. 


It is not possible to generalise from a small number of cases, but 
the subsequent histories of these patients show that good results may 
reasonably be expected if the tubes are removed before general 
tubercular infection has occurred. Seven of the patients are alive at 
periods from four years to six months after operation; six are quite 
well; one patient (No. 7) has evening pyrexia and some signs of 
tubercular peritonitis. One patient died—a case of acute miliary 
infection with tuberculous peri-metritis. I am of opinion that this 
case should not have been operated upon. Tubercular salpingitis has 
a marked tendency to infect the peritoneal cavity even if primary in 
the tube. There is, in some cases, an attempt at arrest by the formation 
of fibrous tissue, but this cannot be relied upon. If no operation is 
performed, pelvic suppuration, with possible involvement of the bowel 
and formation of fistule, is likely to occur, and the disease steadily 
progresses to a fatal termination. 


Treatment. 


If tubo-ovarian swellings are present, which are suspected to be 
tubercular in origin, early removal should be advised, provided that 
the general health of the patient will admit of operation. The 
disease is usually bi-lateral and both tubes should be removed. 
An ovary should be left, if it is certainly healthy and free from 
adhesions. If both appendages are extensively diseased it may be 
wise to remove the uterus. This, however, is not necessary in every 
case, as the uterus is frequently free from tubercle. The uterus was 
not removed in any of these cases with the appendages. In Case vi. 
it was removed on account of menorrhagia some months after the 
removal of the Fallopian tubes. The uterus, however, was quite free 
from tubercle. If well-marked tubercular peritonitis is present 
operation should still be advised, as the Fallopian tubes may be the 
origin of the peritoneal affection. 
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Czsarean Section in a Case of Myasthenia Gravis, 
Gravida. 


By J. E. GemMe tt, M.B., Hon. Surgeon, Lying-in-Hospital, Liverpool; 
Hon. Surgeon, Hospital for Women, Liverpool; Hon. Gyneaco- 
logist, Victoria Central Hospital, Liscard. 


MYASTHENIA gravis is a disease of which an increasing number of 
cases is being recorded, and physicians have now tabulated a sufficient 
number to establish the disease as a clinical entity. 

This disease attacks both sexes, and the question for us to consider, 
when it attacks women, is, particularly in reference to pregnancy and 
labour, or their treatment if that physiological condition should 
supervene upon this admittedly grave disease. 

Briefly the clinical feature of the disease is weakness of some or 
all of the voluntary muscles, sometimes amounting to paralysis; 
after a prolonged rest, these same muscles may respond to the 
will, but again rapidly become exhausted. 

The affected muscles often exhibit the “myasthenic reaction,” 
becoming exhausted by faradic stimulation, i.e., stimulation of the 
nerve endings, just as they are by voluntary effort. 

Facial paresis and ophthalmoplegia give a characteristic appear- 
ance; and there is observed a variability of the symptoms, and an 
absence of muscular atrophy and of the reaction of degeneration. 

The muscles most constantly in use are those most commonly 
implicated, and the bulbar muscles are very generally involved. 

Males and females are alike attacked, and the symptoms follow 
upon some previous affection; influenza, exanthemata, emotional 
excitement, over-exertion, etc.; and in women, menstruation and 
pregnancy. 

There are no sensory symptoms, and the prognosis is grave, death 
occurring in a large proportion of the cases, but without any patho- 
logical, structural changes. 

Hun published an extract of 114 cases, with 50 deaths. 
Attacks of dyspnoea, and death from respiratory failure, make the 
prognosis so grave. 

Dr. Warrington, to whom I am indebted for this patient, published 


the following description of the case in the Medical Chronicle of 
August, 1904 :— 


“C.M., a married woman, et. 25, came to the hospital on the 
25th February, 1904, complaining of progressive weakness in the limbs 
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which had first become noticeable about 18 months previously, the 
patient then being pregnant at an early period. The weakness rapidly 
progressed, and was very marked when the child was born. For some 
months the patient had noticed a thickness and difficulty in her 
speech; there had also been trouble in swallowing with occasional 
regurgitation of fluid through the nose. She was a well-nourished 
woman, with a healthy complexion. The attention was at once 
arrested by the peculiar aspect of the face, characterised by a fixity 
of expression ; the lips were constantly kept just apart, the neck bent 
slightly back and the upper eyelids somewhat drooping. In speaking 
it was obvious that a rather distressing effort was needed, the words 
at first being indistinct and nasal; it seemed as if there was an initial 
difficulty in closing the posterior nares by the soft palate. The 
attempt to swallow was also attended by painful spasmodic movement. 
The aspect at once suggested the condition of myasthenia, and I will 
now give a description of the symptoms : — 

“The gait is slow and rather waddling in character, recalling the 
gait of pseudo-hypertrophic paralysis. The patient very soon tires, 
she can only walk about ten yards, and requires a little support to 
prevent herself from falling. She is unable to raise herself from a chair 
to the standing posture when the arms are folded across the chest, 
and one knee cannot be lifted over the other; the movements of the 
leg and foot are, however, fairly strong, the weakness being chiefly 
in the ileo-psoas and gluteal groups of muscles. The muscles are 
well developed without any wasting. The knee-jerks are brisk and 
do not tire; they were elicited one hundred consecutive times without 
any enfeeblement in the response. The ankle-jerks are present, and 
the plantar reflex is flexor in type. In the upper limbs the weakness 
is even greater; the grasp is very feeble and after several attempts 
disappears altogether, the fingers hardly closing on the observer's 
hand. Abduction of the arm to the right angle cannot be performed, 
though it can be raised for a short time in the sagittal plane and 
held out against feeble resistance; elevation to the vertical line is 
impossible. The other movements of the shoulder girdle and forearm 
are also feeble. The deep reflexes are normal. The muscles of both 
limbs react naturally to electricity, and do not show the ‘ myasthenic 
reaction’ in which faradism soon fails to cause contraction whilst 
the constant current remains capable of stimulating the muscle fibres. 
The trunk muscles are also weak, but the inter-costals and diaphragm 
act well, and there is also good power in extension and flexion of the 
head. It is, however, in the face and eyes that the most striking 
anomalies appear. Owing to weakness in the orbicularis oris the lips 
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cannot be closed though they can be slightly approximated towards 
each other; paresis of the buccinator prevents any distension of the 
cheeks, and in smiling there is elevation alone of the angle of the 
mouth. If in attempting to smile a knitting needle is held vertically 
at the angle of the mouth, it is seen that there is no outward 
movement at all. The risorius and zygomaticus are paralysed. Sir 
William Gowers describes the movement as a ‘nasal snarl,’ a graphic 
description for this striking appearance. With the paresis of the 
orbicularis oris there is an inability to contract the transverse muscles 
of the tongue, the two movements always being associated in action 
and probably innervated from the same cranial nucleus. There is 
ptosis, and the action of the levator palpebre rapidly tires, so that 
whilst at first the pupils are visible, after a few attempts to raise the 
lids the effort becomes ineffectual, and the lids gradually drop until 
the pupils are covered. With repeated attempts an endeavour is 
made to compensate this weakness of the levator by greater extension 
of the head, whilst the frontales after a few feeble contractions 
remain motionless. When the patient is asked to gently close the 
eyes a narrow slit of sclerotic is still seen, and there is very 
feeble power of keeping the eyes shut against resistance. The pupils 
are equal and react to light and accommodation, so that the patient 
can read Jager 1 at 12 inches. The eyeballs converge equally. 
The associated lateral conjugate movements are deficient in both 
directions, the upward movements less so. The limited range of 
these movements can be shown by a diagram similar to that used 
by Sir William Gowers. It is further to be noted that such limited 
upward movement as there is in the left eye, is always associated 
with some deviation towards the inner side, and that a similar 
deviation inwards occurs on looking downwards. This would seem 
to indicate a special weakness in the superior and inferior oblique eye 
muscles. Fatigue is readily produced in the lateral conjugate 
movements, so that after repeated effort the range of movement is 
reduced to nearly one-half the original excursion. The muscles of 
mastication are distinctly weak, and become more so after effort. 
The palate moves rather sluggishly, though the range of its excursion 
does not seem to be lessened by repeated effort. The patient can 
repeat the physiological alphabet without any recognisable defect, 
but in talking it is often noticed that there is the initial difficulty 
already alluded to. The vocal cords move equally, but the impression 
is gained that the range of adduction and abduction is smaller than 
is natural. ‘The electrical reactions of the facial muscles are 


important. As compared with a normal person, they are much less 
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excitable whether a large nerve branch is stimulated or the ‘motor 
points,’ in particular it is impossible to succeed in drawing the angle 
of the mouth outwards. The muscles involved in this movement 
therefore give a partial reaction of degeneration. The orbicularis 
palpebrarum and orbicularis oris contract fairly and more movement 
is attained by this means than the patient is capable of producing by 
voluntary effort. The other facial muscles react fairly and the 
myasthenic reaction cannot be seen. 

“The patient has now been under observation six months, and 
has been kept chiefly at rest in bed and given hypodermic injections 
and strychnine. There is undoubtedly some increase of strength, 
but in all essentials the condition has remained stationary, and 
though some movements can be performed which on admission were 
impossible, fatigue quickly follows, and the myasthenic reaction has 
appeared in the deltoid and biceps.” 


Soon after admission to the Northern Hospital, it was found that 
she was pregnant; and as pregnancy advanced the disease became 
worse, until it was impossible for her to perform the most trivial acts 
for herself, without causing the greatest exhaustion, and the onset of 
alarming dyspnea. 

Dr. Warrington kindly sent her to the Lying-in Hospital, on 
October 12th, 1904, the confinement being expected about October 
20th. On admission, her condition was one of pitiful weakness and 
exhaustion. In the first 24 hours she had four attacks of dyspnea, 
each lasting five minutes, and for 48 hours there was no sleep. 

Dr. Warrington pointed out the extreme gravity of her condition, 
and that these attacks of dyspnea might end in sudden death. He 
teared the effect of the advent of labour, and was satisfied, that if she 
did not succumb in the first stage of labour, an attempt at the use of 
the accessory powers would almost certainly bring on a fatal attack of 
dyspnea; that chloroform would most likely have to be administered, 
and that the use of that drug was also attended with the greater risk 
of respiratory paralysis. 

Parturition, being a physiological act, which even when associated 
with the most serious systemic troubles, rarely seems to aggravate 
them, I was of the opinion that the anxiety as regards the effect of 
parturition, was somewhat exaggerated, and determined to wait for 
the natural commencement of labour and act accordingly. 

On October 17th, after having slept only 2} hours in 48 hours, 


dyspncea came on at intervals and the respiratory movements were 
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confined to the sterno-mastoid, sterno-hyoid, sterno-thyroid muscles, 
and the diaphragm ; pulse 90 well filled and regular, cyanosis marked. 

October 18th, in spite of a good night’s rest induced by 
paraldehyde the dyspnea was worse, and the only respiratory move- 
ments were hiccough. 

I now realised the extreme gravity of her condition, and the 
possibility of death from respiratory paralysis, undelivered or during 
delivery. 

Emotion, having a marked effect, and the patient having been led 
to dread the advent of parturition; the risk of chloroform, either with 
natural labour or manipulative interference, led me to decide upon 
Cesarean section, as being the procedure which we could best rely 
upon for a speedy termination of the pregnancy, in a manner which 
could be most under our own control. 

The husband was informed, but not the patient, and on October 
19th, with all preparations ready and all waiting, she was brought 
in, anesthetised, and the operation completed without difficulties in 
45 minutes from commencement of anesthesia. Recovery was 
uninterrupted and gradual improvement as regards the respiration 
soon showed itself. During the puerperium gradual improvement 
has taken place in the myasthenia, but she is still helpless. The child 
is a well-nourished, healthy female. 

I have been unable to find any reference to the effect of parturition 
in advanced cases such as this; pregnancy is mentioned as an exciting 
cause, and in this case the disease commenced during a former 
pregnancy. One patient with ocular paralysis became pregnant, and 
got practically well of the paralysis; one woman developed the disease 
when six months pregnant, improved and then three years later 1s 
recorded as a typical case of myasthenia. Two cases commenced 
after confinement. 

Thus the effect of pregnancy does not appear to be constant; 
generally it is an exciting cause; on the other hand, there is evidence 
of its having been curative, but the balance of evidence seems to be 
that pregnancy increases the disorder. 

The distress of this woman for weeks was so very great and the 
imminence of fatal symptoms so alarming that I should advocate the 
emptying of the uterus in such cases in early pregnancy, and 
if, as in this case, the pregnancy was allowed to go to term, 
considering the variability of the symptoms, would await the onset 
of labour and be guided by the condition of the patient, unless serious 
symptoms supervened. 


After leaving the Lying-in Hospital she was under the care of 
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another Liverpool physician for some weeks, who reported very slight 
improvement in the disease with the exception of freedom from 
attacks of dyspnea. 

Pathological changes have not been found in this disease; it 
was thought that there might be some change in the muscular tissue; 
sections of the uterine muscle and of the rectus abdominis muscles 
were taken at the time of operation, but the microscopic examination 
of those tissues Dr. Warrington reports as negative. 
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CRITICAL REVIEW. 


Hyperemesis Gravidarum. 


By Tuomas G. Stevens, M.D. (Lond.), F.R.C.S., M.R.C.P., 
Obstetric Tutor, St. Mary’s Hospital; and Assistant Physician, 
Hospital for Women, Soho Square. 


HyYprreMEsis gravidarum, or pernicious vomiting of pregnancy, has 
long been recognised as a most serious condition, not especially 
uncommon, and so frequently attended by fatal results as to make 
it always a matter for serious discussion. Previous to the essay by 
Anquetin in 1865, there is not much in the literature which is of 
interest in the light of modern research, and it must be noted that 
the older writers were not sufficiently careful to exclude cases of 
pernicious vomiting in pregnant women, caused by some 
intercurrent disease. Graily Hewitt, in an important monograph 
published in 1891, gave a tabulated account of 24 fatal cases, in 
which some disease running concurrently with pregnancy, was the 
cause of death through persistent vomiting. Pregnancy alone could 
not be considered to be the cause of death, in these cases. Later 
writers, especially, lay down the axiom that true hyperemesis 
gravidarum must be caused by pregnancy alone, in some way, and 
not have any relation to an intercurrent disease. It is clear that 
such conditions as cancer of the pylorus, tubercle of the brain, hernia, 
acute yellow atrophy of the liver etc., are quite sufficient causes in 
pregnant women for pernicious vomiting and progressive wasting; 
they may, however, be aggravated by the presence of pregnancy. 
In this article therefore the writer will be concerned with cases in 
which the vomiting was apparently caused by pregnancy alone. 
Considering the subject as a whole, causation is perhaps the most 
interesting, although the clinical aspect including treatment, can 
hardly be considered as much less worthy of consideration. 


CAUSATION. 


From a study of the literature of the subject it is clear that the 
common theories of causation may be grouped under four headings, 
namely :— 

(1) Hyperemesis gravidarum, a reflex act due to some actual 
lesion of the pregnant uterus or pelvic organs, such as displacements 
and incarceration, rigidity of cervix, erosions of cervix, endometritis 
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and metritis, unusual stretching of uterus, adhesions between uterus 
and other parts. 

(2) A functional neurosis of the central nervous system, viz., 
hysteria. 

(3) A reflex stomach neurosis. 

(4) An auto-intoxication, either from the alimentary tract, 
from the ovum itself, or from a bacterial infection. 

1. A Reflex Act from a Pelvic Lesion. This was the theory most 
favoured by earlier writers, and one which no doubt even now carries 
weight with it. Graily Hewitt, in his monograph, points out that 
the majority of the then published cases, had some local lesion of 
the pelvic organs associated with the excessive vomiting, amongst 
which were marked flexions forward or backward, rigidity of the 
cervical tissues, and impaction of the body of the uterus in the 
pelvis. From this Hewitt concluded that hyperemesis was a reflex 
act, or neurosis, started by unusual impulses from the uterus. Of 
all the lesions to which this condition had been ascribed, Hewitt 
believed that impaction of an anteflexed gravid uterus was the most 
important. He admitted that retroflexion had been considered to 
be a cause, and also that minor cervical lesions occasionally seemed 
to be causes, but until Hewitt’s papers appeared, little attention had 
been paid to the possibility of impaction of an anteflexed uterus being 
a cause of excessive vomiting. Indeed, when Hewitt first brought 
forward this view it was believed, and no doubt is still believed by 
many, that it is not possible for an anteflexed gravid uterus to become 
impacted in the pelvis. Hewitt brought forward a series of cases 
showing that elevation of an anteflexed gravid uterus, and its reten- 
tion in a normal position, had apparently acted as a cure in 12 out 
of 13 cases. At the same time, he quoted a similar number of cases 
of retroflexion of the gravid uterus with excessive vomiting, in which 
replacement effected a cure in 12. At first sight the cases seem 
convincing in favour of Hewitt’s views, and adherents will never 
be wanting to draw a deduction from what appears to be cause and 
effect. However, Kaltenbach and other recent writers would consider 
that the mere performance of so small an operation as elevating a 
displaced gravid uterus acts, not so much by directly removing the 
cause in producing a cure of vomiting, but by “suggestion,” on the 
hypothesis that hysteria is really at the bottom of the condition. 
Hewitt touches on the question of metritis and minor cervical lesions 
as possible causes of excessive vomiting, and quotes Pugliatti’s views. 
The latter considers that it is the pressure on the sympathetic nerves 
of the neck of the uterus, caused by a retention of secretion in the 
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cervical glands, which starts the reflex act. Hewitt considers that 
anteflexion might well be the cause of such retention of secretions, 
and suggests that the passage of a wool-coated probe (Pugliatti) to 
remove secretions, may really relieve pressure by correcting a flexion. 
It is interesting to note that Spiegelberg expressed much the same 
opinion in 1877, viz., that anteflexions with impaction were found in 
quite a large number of cases of hyperemesis. Hewitt, however, 
anticipated him, as his (Hewitt’s) first paper on the subject was 
published in 1871. If Hewitt’s views are universally true, it would 
be expected that every incarcerated gravid uterus would be associated 
with hyperemesis, but this is far from being the case. It will be 
seen, too, that in the light of more recent views, it may be unnecessary 
even to correct a displaced uterus, if other suitable treatment be 
applied. Hewitt’s views may be taken as typical of the very 
numerous writers, who have published apparent cures of hyperemesis 
by the treatment of some essentially trivial local pelvic lesion. 

2. A Functional Neurosis of the Brain or Hysteria. Kaltenbach 
is the chief exponent of the view that hysteria is the principal cause of 
hyperemesis. He said in an address at Berlin “the extraordinary 
and unforeseen course often run by hyperemesis gravidarum, and the 
fact that it often suddenly ceases without any psychical or physical 
treatment, says much for the hysterical nature of the condition.” 
The sudden cessation occurs much in the same way that hysterical 
paralysis often disappears. The diagnosis in some cases is easy if 
the usual stigmata of hysteria are present, e.g., absence of the palatal 
and corneal reflexes, localised skin anesthesia, hemianesthesia, 
hyperesthetic areas, “ovarian pain,” and increased patellar reflexes. 
Nevertheless, as Eulenburg has shown, these symptoms may be 
absent and yet the case may be one of true hysteria. But the 
diagnosis of hysteria is by no means easy if these stigmata are 
absent. Graefe, who is an upholder of Kaltenbach’s views, places 
great importance on the fact that primipare suffer more from 
vomiting than multipar, and believes that in many, vomiting first 
commences when such women realise that vomiting is expected of 
them, and also that an unwelcome conception may be a cause of 
a functional neurosis. Pick’s cases, 23 in number, are quoted by 
Graefe as bearing out Kaltenbach’s views, and Pick himself inclines 
to the same opinion, although he argues that no one hypothesis will 
fit all cases. Among these cases of Pick’s is the very interesting one 
quoted by Behm as upholding his views concerning his syncytial 
intoxication theory. This, however, Graefe considers is not the 


case, but holds that it really helps Kaltenbach’s theory. ‘The 
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patient was a woman, who had an incomplete abortion with serious 
vomiting, and never ceased to vomit until immediately after the 
clearing out of the débris of conception products. Behm says that 
the retained syncytium continued to produce the toxin considered 
by him to be the cause of vomiting, and that this only ceased when 
all syncytium was removed. Graefe, however, denies this, and says 
that the patient believed herself pregnant after her incomplete 
abortion, and continued to vomit until she was assured that she was 
no longer pregnant, all the products of conception having been 
removed. This, Graefe contends, is an instance of cure by 
“suggestion” and not by the removal of syncytial toxins. In the 
same way Graefe contends that if Behm’s views were correct many 
patients with retained products of conception would continue to have 
vomiting, but this is absolutely not the case. Graefe quotes several 
other cases in Pick’s series, all of which, according to his opinion, 
go to uphold Kaltenbach’s theory: in some of these a cure 
was effected by removal from home and rest in bed; in one, although 
the vomiting ceased after replacement of a retroflexed gravid uterus, 
Graefe contends that the result was due to “ suggestion” rather than 
the replacement, because the retroflexion recurred later and yet 
there was no more vomiting. In one of these cases only was the 
treatment adopted unsuccessful, and vomiting ceased only after 
abortion had been produced. Two cases ended fatally, but the 
autopsy showed that in each a septic endometritis was the cause 
of death, and in each the vomiting had ceased after removal to 
hospital. Finally, Graefe quotes a case of his own, in which vomiting 
was so severe that an attempt was made to produce abortion by 
the introduction of a sound. This, however, failed, and yet the 
vomiting ceased at once. This was a most serious case, and the 
patient also suffered from hysterical paralysis. 

3. The Reflex Stomach Neurosis Theory. The upholders of this 
theory seem to make out, perhaps, the poorest case of all. Schiffer 
holds that neuroses appear in certain anemic and chlorotic 
individuals as soon as menstruation ( a periodical), or pregnancy (a 
lasting), blood flux to the genital organs appears. In the genital 
organs themselves congestion, blood stasis, and their sequelea— 
metritis, flexions and ovarian changes, call forth simple, frequent, and 
lasting reflexes. In the same way hydramnios, twins and hydatid 
mole, produce reflexes which are carried not only by the pudic nerves, 
but also by the plexus utero-vaginalis and the spermatic nerves. ‘lhese 
views are by no means convincing, for hyperemesis occurs sometimes 
in strong full-blooded persons, and is often absent in anemic and 


<> 


18 








270 Journal of Obstetrics and Gynecology 


chlorotic individuals. Evans holds that nausea and vomiting are 
of a rhythmical character, and are therefore to be explained by the 
rhythmical contractions of the uterus in pregnancy, setting up a reflex 
neurosis. Moody considers that the growing uterus has an effect in 
causing a reflex neurosis by pressure on the ganglion cervicale uteri, 
and Barth similarly on the sympathetic nerves. Geoffroy holds that 
hyperemesis is due to a reflex contraction of some part of the 
intestina! tract, either at the pylorus, duodenum or the ileo-cecal 
angle. Painful contractions at these points are set up by hyper- 
zsthesia of the bowel, and result in retention of gases and liquids. 
He points out that in hyperemesis, such gaseous and liquid collections 
may be palpated, and believes that massage is indicated for their 
removal, and for cure of the vomiting. We must carefully distinguish 
between these views that hyperemesis is a reflex neurosis, rather 
than the simple reflex avt which the older writers placed their faith 
in; the latter being dependent on many conditions of the pelvic 
organs, the former being independent of pelvic lesions, and produced 
simply by pressure or irritation of the pelvic nerves. In this respect 
Tuzkai’s views rather correspond with the reflex neurosis theory, than 
with the simple reflex act theory. He holds that the essential cause 
lies in the abnormal stretching of the pelvic peritoneum as the 
gravid uterus enlarges. 

4. The intoxication Theory. One view of this theory is upheld 
by Dirmoser and many others, another by Behm. The former look 
upon hyperemesis as an auto-intoxication due to poisons largely 
generated in the alimentary canal; the latter refers it to poisons 
generated in the growing ovum itself, especially in the syncytium. 
Dirmoser holds that, in certain persons in whom the nervous 
irritability is easily increased, the growing uterus gives rise to 
impulses which travel by way of the vagus and sympathetic to the 
stomach and intestines. The nerve impulses cause increased flow of 
mucus from the stomach and intestine, and so the normal reactions 
are interfered with. As a result, this great increase of fluid pre- 
disposes to the formation of toxins which, becoming absorbed, cause 
excessive vomiting. He brought forward a case in which toxins, 
which killed animals in about three hours, were found in the 
intestines. He also reports the results of urinary analyses in which 
he found urobilin, blood pigments, albumen, acetone, peptone, oxalic 
acid, indol, skatol; hyaline, granular and fatty casts, and triple 
phosphates. He points out the analogy in these findings, with those 
of infectious and other toxemic conditions. The results of these 
poisonous substances no doubt show themselves, by injurious effects 
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on the liver and kidneys, just as such toxic substances do in other 
conditions like eclampsia. These observations are by no means 
novel, for some such changes in the liver and kidneys were reported 
by Matthews Duncan, although he considered them to be primary, 
and looked upon them as the essential cause of hyperemesis in his 
case. We now clearly recognise that such visceral changes are in 
most instances secondary to toxic conditions. These views seem to be 
more convincing than either the hysteria or reflex neurosis theories, 
and there is very little doubt that the really serious cases of 
hyperemesis will be found to come into this group. Those cases 
which seem to have some pelvic lesion as a causal agent, are rarely 
so serious as those considered by Dirmoser and his followers. If 
these cases were really connected with an auto-intoxication, it is 
difficult to see how the cure of a simple local lesion would have any 
effect on the pernicious vomiting. 

Behm’s view that the disease is an intoxication from absorption 
of syncytial toxins, seems to be a very alluring, but at the same 
time a somewhat unnecessary, hypothesis. Behm believes that it is 
the disintegration of chorionic villi in the early months of pregnancy, 
with the subsequent absorption of their débris into the blood stream, 
which is the source of the toxic substances producing hyperemesis. 
He holds that the disintegration of villi is practically complete in the 
middle period of pregnancy, and that this is the time when excessive 
vomiting commonly ceases. He suggests, too, that an immunity is 
produced during these proceedings, and thereby explains the fact that 
multiparous women do not suffer from vomiting as primipare do. 
The greater the interval between succeeding pregnancies the less 
becomes the immunity. That there may be some truth in this view, 
is somewhat upheld by the paper by Veit, who showed that deporta- 
tion of villi from a growing ovum through the circulation was 
possible, and could be demonstrated. The views of Behm and Dirmoser 
have been hotly contested by many, especially by the followers 
of Kaltenbach. The latter contend that if hyperemesis is caused by 
an auto-intoxication, how could so simple a method of treatment as 
“suggestion” effect a cure? Eclampsia has never been successfully 
treated by “suggestion,” and Pick inquires how is it, if Behm 
and Dirmoser are correct, that in so many cases the vomiting 
ceases immediately after abortion, when the toxins cannot yet have 
been eliminated from the body? As an interesting addendum to the 
intoxication theories, Fischel’s view that hyperemesis is really an 
infectious disease, caused by a micro-organism, must be mentioned. 
He bases his contention on the occurrence of hyperemesis in two 
pregnant women, living in the same house at the same time. 
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Baisch, in a recent paper, points out that there are two facts 
which stand out strongly in connection with hyperemesis gravidarum : 

1. That hyperemesis is clearly connected with the embedding of 
the ovum in the uterine wall, seeing that it occurs most commonly 
in that period of pregnancy connected with placental development. 

2. There is no essential difference between hyperemesis and 
simple vomiting of pregnancy. The latter slowly increases and 
passes into the former, without any special cause being present. 

Unfortunately we have no adequate idea of the causation of 
simple vomiting of pregnancy, although the theories advanced for 
hyperemesis must in a way be applicable to simple vomiting. ‘The 
effects on the maternal organism called forth by pregnancy are very 
great, as may be seen in the growth of breast tissue and secretion 
of milk. The effect on the stomach, too, is great, and is often 
shown by increased secretion, and ravenous hunger. If the maternal 
organism is equal to this great strain, then pregnancy is a physio- 
logical process. In many women, however, the organisation is not 
equal to the strain, and so hyperemesis may be one of the results. 
Baisch agrees that the nature of the irritation which affects the 
nervous system, seems to be intimately connected with some chemical 
poison set free by the growth of the villi. In this respect his views 
approximate to those of Behm, Veit and Liepmann. Thus far the 
intoxication theory has something convincing in it, but it must be 
remembered than many women never vomit at all, and, in most, 
the vomiting keeps within physiological limits. If hyperemesis is a 
reflex disturbance of the stomach function set up by the growing 
ovum then it may be started by some disturbance in a part of the 
reflex arc, either :— 

1. At the source of the irritation—the villi. 

2. At the medullary centres. 

3. At the periphery, namely, the stomach. 

According to the first view, we see that hyperemesis is more 
common in twins (Flaischlen, Lapeyre, Kiessler, Pick) or with 
hydramnios and hydatid mole (Williamson and Doran). 

In the second category we must look for some alteration of the 
nerve centres by which the reflex excitability is greatly increased ; 
in this respect Baisch agrees that hysteria (Kaltenbach, Graefe, etc.), 
and general nervous excitement (Ahlfeld), may play a part. In the. 
third category we have to deal with real obvious lesions of the 
stomach, such as catarrh, ulcer, carcinoma, ete., which, according 
to many authors, do not come under the heading of hyperemesis 
gravidarum at all. At the same time, it may be admitted that a 
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previous stomach lesion may be adversely affected by pregnancy, and 
so exacerbations of symptoms may occur. Baisch’s views, thus set 
forward, put no fresh conceptions before us, but at the same time they 
help to reconcile the various theories mentioned, and show what has 
been said by many observers, that no one view will fit all cases, and 
that each must be judged on its own merits. 


TREATMENT. 


Where such differences of opinion as to causation exist, it is only 
to be expected that the means of treatment resorted to will be multi- 
tudinous. As all cases have not the same cause, so all cannot be 
treated alike. It is impossible, therefore, to adequately review all 
the methods of treatment which have been suggested; only those 
which are applicable to the theories of causation mentioned will be 
touched upon. In view of the large number of cases published in 
which some simple local lesion has been treated, and cure has 
resulted, it is necessary always to make a careful examination so that 
no local lesion should be overlooked or remain untreated. In this 
way displacements must be reduced, and the gravid uterus kept in 
position by suitable means. Hewitt places great faith in the air-ball 
pessary as a means of elevating an incarcerated uterus. Postural 
treatment in bed will also do much to correct such displacements. A 
marked erosion of the cervix is best treated by local cauterisation, or 
cauterisation after removal with a sharp spoon of any thickened 
mucous membrane. Asa purely empirical method of treatment, that 
of Copeman may be mentianed here. He found, accidentally, that 
vomiting ceased in a case in which he had tried to dilate the cervix 
with the finger at the sixth month of pregnancy, in order to be able 
to rupture the membranes. Failing to do so it was found, on waiting, 
that sickness seemed to have ceased and so nothing further was done. 
This procedure was afterwards deliberately carried out by Copeman 
an others, the cervix being dilated either by the finger, or metallic 
dilators, until the internal os was opened up. This treatment was 
followed by a considerable measure of success, and has been regarded 
as a most important means of treating some of these cases. It must 
not be forgotten that there will always be a danger of producing 
abortion by this means, and it is a fact that it has sometimes failed 
to produce the desired effect. The upholders of the hysteria theory 
consider that removal of the patient from friends, rectal feeding and 
“ suggestion,” either in the form of hypnotism or some trivial local 
treatment, will give the best measure of success. On the other hand 
if an auto-intoxication be considered to be the cause of the disease 
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treatment directed to the alimentary tract is indicated. Dirmoser 
advocates washing out the stomach with either a solution of carbonate 
of soda or boracic acid; saline rectal injections, and rectal feeding. 
Behm goes further and recommends thoroughly washing out the 
colon by large enemata; three to five litres of salt solution, with 
opium if necessary, being slowly injected and retained. This, no 
doubt, has the effect of promoting diuresis, and diluting toxins in 
the blood. If feeding cannot be carried out by the mouth, Behm 
recommends the addition of milk to the rectal injection. Galvanism 
of the vagus nerve has been recommended, and carried out, with some 
success by Bordier and Vernay, Auvard and Daniel. These observers 
used 10 milliampéres increased to 15 and 30, placing the negative 
pole on the epigastrium and the positive pole on the space between 
the two heads of the sternomastoid muscle. No doubt the followers 
of Kaltenbach would consider good results from this treatment as 


‘ 


arising from “suggestion.” No drug can be mentioned which can 
be relied upon to do any good in really serious cases. The much- 
lauded oxalate of cerium, and orexin, can only be expected to produce 
results in mild cases. Failing improvement by any of these means, 
most observers are agreed that the question of artificial production of 
abortion must be raised, and all are agreed that it is important not to 
wait too long before carrying it out. There are many cases on record 
where abortion has been induced too late, and the patient has died in 
spite of it, although the vomiting may have ceased. According to 
Tuzkai the indications for artificial abortion are: inanition leading 
to rapid diminution of the body weight; increased specific gravity of 
the urine; alkalinity of the blood, and frequency of pulse; albumen 
and casts in urine, with normoblasts or megaloblasts in the blood. 
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REVIEW OF CURRENT LITERATURE. 







OBSTETRICS. 


Subcutaneous Emphysema in Obstetric Practice. 
Herreotr. Annales de Gynécol. et d’Obstét., November, 1904. 


THE author quotes a case of this rare condition which occurred in 
the maternity of St. Sebastien at Nancy. A primipara, et. 28, after 
three days of a somewhat lingering labour, due to feebleness of the 
pains, was given sulphate of quinine to assist uterine contraction. The 
pains soon recurred with great violence and the patient experienced 
a sudden tearing pain which caught her breath and made her ery 
out; at the same time she experienced a feeling as if her neck swelled 
suddenly. Next day difficulty was noticed in respiration, and well- 
marked subcutaneous emphysema was noted in the upper part of the 
thorax, chest, and neck. No emphysema was noted in the precordial 
region, but on auscultation some crepitations synchronous with the 
cardiac contractions were heard. A week afterwards all the signs of 
subcutaneous emphysema had disappeared, and some days later the 
patient and child left the hospital well. 

Subcutaneous emphysema, as a complication of labour is very 
rare. Riche, Simmons, De Sogre and others have reported cases of 
this sort. Sinclair and Johnston, and John Redfern (Lancet, 1890) 
noted seven cases in 13,748 labours. Herrgott, in 6,900 deliveries at 
the Maternity of Nancy has not had a single case, with the exception 
of the one reported above. Pinard, in 1893, out of 1,902 confinements 
at the Baudelocque Maternity was fortunate enough to have three 
cases of this condition under his care. Haltcceur, Roche, Creslow 
and Nicaise also publish cases of this sort, but they are evidently of 
very rare occurrence. 

Next, with regard to the pathology of this condition, authors are 
far from being in accord, and particularly so, as to the exact seat of 
rupture of the air passages. 

Haltceur thinks that rupture takes place in the lung tissue itself 
under the strain of the bearing-down pain; the air then escaping 
beneath the pleura reaches the mediastinum and cellular tissues of 
the neck, finally escaping beneath the skin. Haltcceur, however, 
brings forward in support of this a curious case in which the 
emphysema was not observed till after death. It occurred in a con- 
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finement where the foetus died at the beginning of labour; the labour 
lasted three days, and ended fatally to the mother also. The post- 
mortem was made 32 hours after, and only then was it discovered that 
the interior half of each lung contained an innumerable number of 
small, rounded cavities, filled with air; similar cavities the size 
of a hemp-seed were also found ranged beneath the pleure. The 
uterus was found enlarged and its interior covered with black, slough- 
ing material, which was extremely fetid. Hergott takes this case as 
really one of very acute septic infection with gaseous putrefaction of 
the foetus, and not at all like the one he himself quotes, which he 
opines to be due to rupture of the respiratory passages. 

The interesting point arises that if emphysema occurred with 
dead and putrid foetuses it should be noted more frequently, or 
at least we should have more post-mortem evidence before us of 
this condition. On the contrary, as Herrgott points out, Nicaise, out 
of 54 cases of subcutaneous emphysema which he collected, finds only 
one death, viz., the one reported by Haultcceur above. Again, the 
author maintains that during the ordinary expulsive efforts of labour 
the chest walls are really a safeguard against the possibility of 
rupture of the lung—in fact he holds that in these cases it is never 
the lung but rather the trachea or bronchus which gives way. 

Nicaise, already quoted, seems to have studied this point with 
great care, and he points out that, contrary to what is generally 
admitted, the trachea retracts during inspiration and dilates during 
expiration. Again, in speaking, singing, or strong crying, this dilata- 
tion becomes greater, and the more so if the cries are repeated or 
prolonged; finally, the trachea may become so distended that it 
ruptures. Experiments on dogs made by Nicaise also went to prove 
this point, and that the dilatation is most marked at the upper 
extremity of the trachea near the larynx. When a small fissure or 
rupture occurs during expiration associated with a violent effort 
or cry, the air escapes into the cellular tissue; when the effort is over 
the hole closes again, but at each violent cry the process is repeated. 
In fact, Hergott concludes that it is the cries caused by the pains, 
and not the efforts at expulsion, which produce the tracheal rupture, 
and eventually the emphysema. It follows that once the emphysema 
is recognised labour should be terminated as soon as possible, or, 
short of this, chloroform administered to stop the cries. In general 
it is not a grave condition, and soon disappears. 

There is, however, another variety of emphysema of very grave 
import, generally noticed first in the supra-pubic region; it 
accompanies certain cases of rupture of the uterus where the 
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foetus is dead. With emphysema of this sort labour should be 


terminated as soon as possible, but this is often a very difficult | 


matter, as, for instance, in impacted shoulder cases when version is 
out of the question, and embryotomy or abdominal section is the only 
resource. Herrgott inclines to laparotomy in such cases rather than 
a long and difficult embryotomy, as giving the mother a better chance. 
Again, as he also points out, even after embryotomy the uterus may 
be so torn or infected that it has to be removed. The author does 
not make any statement as to the nature of the air or gas in such 
cases or the organism which produces it, but regards the whole 
condition as one of toxemia. 

Very rarely gaseous crepitations may be found in other regions 
besides the ones mentioned above, and which are equally dangerous, 
or at least indicate early and rapid intervention. Herrgott has 
reported a case where it was noted in the right flank. It occurred 
with retention of a dead and putrid foetus, and was evidently of 
septic origin. The woman recovered after the uterus was emptied. 
Subcutaneous emphysema also occurs with some cases of extra- 
uterine feetation, and is of grave import, necessitating early operative 
interference to prevent a general septic infection. 


C. Husert Roserts. 


Partial Contractions of the Double Uterus. 
Bar (Pav). Bulletin de la Soc. d’Obstét. de Paris, Feb. 16th, 1905. 


A case reported by Treub, in 1901, showed that where there was a 
double uterus there might be complete functional independence, with 
contractions of the one uterus, whilst the other remained inert; and 
in the case of the bi-cornute uterus partial contractions may occur, 
limited to the body and to one of the horns, the other horn remaining 
relaxed. But further than this, the author maintains that partial 
contractions of the normal uterus may be frequently observed, not 
only during labour, but during pregnancy both before and after the 
fourth month. It is not rare on bi-manual examination at the third 
month when the ovum is inserted at one cornu to feel a relative 
hardness of that part of the uterus which does not contain the ovum, 
and if frequent examinations are made the hardness is sometimes 
altogether remarkable. These variations in the consistence of the 
empty part of the uterus are attributable, according to the author, to 
partial contractions of the organ. These contractions may be very 
painful. 
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In the later months of pregnancy there is one particular partial 
contraction which is of peculiar interest. When it exists, one can 
feel, in the middle of the anterior surface of the uterus, some muscular 
bundles, corresponding to the line of fusion, undergoing isolated 
contraction. They sometimes form distinct hard masses, and may be 
associated with great pain. They may easily give the impression of 
being interstitial fibro-myomata. 

When partial contractions occur during the early months of 
pregnancy they may add to the difficulty of diagnosis between extra- 
uterine pregnancy, and intra-uterine pregnancy with attachment of 
the ovum at one cornu of the uterus; or between a normal pregnancy, 
and a pregnancy complicated by fibroids. These partial contractions 
are often so prolonged that a single examination may not be sufficient 
for the differential diagnosis, no appreciable modification occurring 
during the whole time of examination, but one recognises the origin 
of these phantom tumours by repeating the examination on a sub- 
sequent date. 

When partial contractions occur at the time of labour, leaving 
one cornu of the uterus or one half of the organ inert, it is easy to 
believe there is a tumour in addition to the pregnancy. The author 
quotes a case of a bi-cornute uterus in which, during labour, one 
horn remained soft during two successive pains, and suggested to him 
the possibility of its being an ovarian cyst. He, however, found the 
round ligament outside the pseudo-tumour, and made the diagnosis 
of a bi-cornute uterus with partial contractions. 


R. Hawitton BELL. 


Pregnancy and Labour in Primipare of 13, 14, 15 and 16 years. 


Gacue. Annales de Gynécol. et d’Obstét., December, 1904. 


Tue author gives his experience with regard to pregnancy and labour 
at the Rawson Hospital, Buenos Ayres. His observations include 
Il cases. He concludes that women of 13, 14, 15 and 16 years are not 
more exposed than others to risks of abortion or complications of 
pregnancy. Only four cases of contracted pelvis were noted, in three 
of which forceps were applied with good results. Labour in cases of 
girls aged 13—16 was generally normal, and was rarely prolonged. 
In the 91 cases (primipare), 85 were vertex, five breech, and one 
aborted at three months. Forceps were necessary six times, three for 
slight pelvic contraction, and three for some prolongation of labour. 
Vulvo-vaginal and perineal lesions were rare and healed rapidly 
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No abnormal insertions of the placenta were noted, and the labours 

were in all cases normal. The mean weight of the fetuses was 

3,039 grammes, the proportion of sexes being 44 boys and 45 girls. 
C. Husert Roserts. 


A Case of Unilateral Compression of the Ureter during Pregnancy 
with severe general Symptoms. 


AHLEFELDER. Monats. fiir Geburts. und Gyndkol. Bd. xxi., Ht. 3. 


As compression of the ureter during pregnancy has always been 
looked upon as one of the possible etiological factors in the causation 
of eclampsia, it is interesting to note a case in which compression 
undoubtedly occurred and yet no eclampsia resulted. 

The patient, 26 years old, had been confined one year previously, 
and at the end of that pregnancy suffered from high fever and severe 
pain in the right lumbar region. The condition was so serious that 
peri-nephritic abscess was diagnosed, and the kidney was exposed and 
incised. No pus, nor any other obvious lesion of the kidney, was found, 
and so the wound was closed. Three days later the child was born 
without difficulty, the temperature having fallen in the meanwhile. 
Although the patient had afterwards a thrombosis of the veins of one 
leg with a pyeemic temperature, she made a good recovery. One year 
later the patient again had an attack of severe pain in the right lumbar 
region, with a rigor and high fever, being then in the ninth month 
of pregnancy. This time an elastic tumour could be felt in the renal 
region, but its outlines could not be mapped out on account of the 
pregnant uterus. The diagnosis of compression of the right ureter 
was made, and on this account it was determined to empty the uterus 
as quickly as possible. This was carried out by introducing an india- 
rubber metreurynter into the uterus. In four hours the bag was 
expelled and an hour later the fetus was born. The pain improved 
after this and the temperature fell to normal. The kidney tumour, 
however, remained just the same until after the fourth day, when the 
patient was permitted to adopt many changes of position. Then it 
was found that the tumour suddenly collapsed and the bladder, which 
had been previously emptied by catheter, suddenly filled up. The 
urine which was drawn off was of the specific gravity of 1028, acid 
in reaction and contained no albumen or sugar, but after centri- 
fugalisation contained bladder epithelium, epithelium from the pelvis 
of the kidney, renal casts, leucocytes, and some red-blood corpuscles. 
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The fact that in this case the urine showed no signs of infection 
is interesting, considering the high temperature before the emptying 
of the uterus. It is not possible in the present state of our knowledge 
to say why there should be fever with such a condition of damming 
up of the urine by ureteral compression. The condition seems to be 
somewhat parallel to that of “urethral fever” after slight operations. 
There can be no doubt, however, that ureteral compression during 
pregnancy is an important cause of pyelitis, in which case it would 
appear that the infection travels somehow by way of the intestine. 
It is of great interest, too, to note that the ureteral compression 
occurred not only in the first but also in the second pregnancy, a 
point directly antagonistic to the usual view. 

Txos. G. STEVENS. 


On Dilatation of the Cervix in Obstetric Work. 
DE SEIGNEUX. Revue Médicale de la Suisse Romande, Feb. 20th, 1905. 


A LARGE part of this article is devoted to a defence of previous state- 
ments of the author, which were criticised with some severity at the 
Société d’Obstétrique de la Suisse Romande. The author admits that 
rapid dilatation of the cervix is at present only on its trial, and that 
while Bossi has many supporters there are also many critics of his 
method. He believes that the want of success obtained by some is 
due to two causes: first, faults of technique; and second, faults of 
the instrument employed. It is well known that the writer has 
produced a modification of Bossi’s original instrument which, by 
imparting a pelvic curve, endeavours to avoid the tears of the cervix; 
and he dwells in this paper on the advantages which this instrument 
possesses over Bossi’s original instrument and its various straight 
modifications. Indeed, he is distinctly of opinion that the latest 
model of Bossi’s own instrument is far preferable to the other well- 
known straight instrument, that of Frommer. The eight slender 
branches of the latter tend to tear the cervix much more easily, and 
more deeply, than the four protected and broader branches in Bossi’s 
instrument. Acting on this opinion de Seigneux has secured in his 
own instrument not only that the dilatation shall be effected in the 
plane of the pelvic inlet, but also that the surface of application of 
the dilating branches shall be as large as possible. He states that 
since December, 1903, his modification has been employed in the 
Dresden clinic whenever Bossi’s method of rapid dilatation has been 
invoked, and that the assistants declare that the instrument is simple, 
and easy to manipulate. 
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As to the indications for the method, de Seigneux admits that the 
time has hardly come for definite pronouncements, but at the same 
time he gives a long tentative list. First on this list comes eclampsia, 
and the author would evidently adopt the treatment himself in any 
severe intoxication. He quotes statistics from the Dresden Clinic— 
31 cases, for the most part of exceptional gravity, 6 deaths. (Of 
course there is the clause “of exceptional gravity,” otherwise the 
mortality appears to be very much the same as in other series of 
eclamptic cases treated by other methods). As other indications 
there are mentioned: (1) fever during labour, (2) tetanic contraction 
of the uterus, (3) pulmonary, cardiac, and renal complications, (4) 
pernicious vomiting of pregnancy, (5) irregularity or slowing of the 
foetal heart, (6) prolapse of the cord, and (7) accidental hemorrhage. 

With regard to placenta previa the author is in favour of the 
method of Braxton-Hicks, that is, bi-polar version, but he thinks that 
rapid dilatation by Bossi’s method may often be useful, the cervix 
being only dilated sufficiently to allow of the execution of bi-polar 
version. 

Similarly in the production of premature labour. He advises his 
instrument instead of the bougies, but states that the cervix should 
only be sufficiently dilated to allow of the introduction of a bag. 
He does not advise the instrument in abortions during the first half 
of pregnancy, nor does he use it in gynecological cases. 


R. Hamitton Bett. 


The Prophylactic Treatment of Post-partum Hemorrhage due 
to Uterine Inertia. 


D’Ercuta. La Ginecologia, September 30th, 1904. 


H2MORRHAGE, due to inertia of the uterus, sometimes puts the patient 
into very serious danger, unless the method of plugging recommended 
by Diihrssen is properly carried out at the right time. In order to 
avoid this method of treatment, or, at any rate, to enable one to 
employ it to a limited extent only, the author advises the use of 
ergotin, given hypodermically before the second stage of labour. He 
publishes observations on 36 cases, treated in his Geneva Clinic, and 
in his private practice, in none of which he had any special anxiety. 
He used Bonjean’s ergotin in doses varying from 3 to 11 grains. The 
clinical and experimental investigations of Acconci, and those of 
Martinetti and others, on the action of ergotin in cases of uterine 
inertia, support this method of treatment, but it should be used with 
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some caution. Among the different preparations of ergotin, some, 
such as that of Tarnet, may produce, even in small doses, a real tetany 
of the uterine muscle. According to the author Bonjean’s ergotin, 
given hypodermically, before the second stage is in progress, renders 
the use of plugging for subsequent hemorrhage seldom necessary, 
and thus limits to unusually severe cases a method of treatment, 
which requires great care in asepsis and antisepsis. 
OxtreHant NicHoLson. 


A Case of Repeated Eclampsia. 
Caraccio. Arte Ostetrica. Vol. xxiii., No. 20. 


Tue clinical history of the patient showed that out of eight 
pregnancies, six were accompanied by eclampsia. The last pregnancy 
terminated fatally, and at the necropsy the left kidney was found to 
be in a state of advanced chronic nephritis, while the right showed 
traces of acute nephritis. These facts, in the author’s opinion, 
explain why the eclamptic condition repeated itself in so many 
pregnancies. The case is also interesting from another point of view, 
from the appearance of the eclamptic symptoms very early in gesta- 
tion—almost always at the third or fourth month. The case deserves 


consideration because the attacks noted in the last pregnancy were 
not typically eclamptic, but more closely resembled uremic seizures. 
Still, in this special instance, the facts lead one to conclude that the 
case was really one of eclampsia of the rare and exceptional form, 
where coma was the most marked feature. 


OxvreHAaNt NICHOLSON. 


A Contribution to the Question of Adhesion of the Placenta. 
BavEREISEN. Zeits. fiir Geburts. und Gynakol. Bad. liii., Ht. 2. 


Apuesion of the placenta has been ascribed by many authors to 
inflammation. Threatened abortion has also been suggested as a 
cause, the blood effused between the placenta and the uterine wall 
being thought to become organised and so to form adhesions. Langhans 
and Berry Hart considered that the ampullary layer of the decidua 
was responsible for the normal separation of the placenta, and that 
in cases of abnormal adhesion this layer was not so loose as it should 
be, the meshwork being too dense and the spaces too small. 
Neumann and others have brought forward what may be con- 
sidered the modern view, viz., that the decidua serotina is entirely 
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absent at the spot where the placenta is adherent, the villi being 
inserted deeply into the muscle, a condition exactly similar to that 
which is found in tubal pregnancy. 

Veit has suggested that adhesion of the placenta is due to 
deportation of villi. 

Bauereisen records a case which he has thoroughly investigated. 
The patient was 41 years of age, and had had six children. Severe 
post-partum hemorrhage occurred after the third confinement, still 
more severe after the fourth, and the fifth labour was followed by 
“furious” hemorrhage. In none of these was manual separation of 
the placenta necessary. For her sixth labour she was admitted into 
the Erlangen Hospital. As in all the labours except the first, forceps 
were applied. Two hours after the birth of the child severe 
hemorrhage began. Manual separation of the placenta was 
attempted after expression had failed, but it was found that the 
organ could only be removed piecemeal. Tags could be felt hanging 
from the placental site, but it was impossible to determine whether 
these consisted of placental tissue or uterine muscle. In some places 
the finger approached so near to the peritoneum that there was fear 
of perforation. When as much as possible had been removed the 
uterus contracted after a hot douche. The patient did fairly well for 
a time except that the lochia were foul-smelling. On the 12th day 
a sudden severe bleeding occurred, accompanied by dyspnea. The 
uterus was explored under anesthesia and a few fragments of 
placenta were removed. Immediately afterwards the patient suddenly 
died, apparently from pulmonary embolism. 

At the post-mortem examination almost all the large branches of 
the pulmonary artery were found to be blocked by thrombi. On the 
placental site were found some fragments of placenta which could 
not be removed either by the finger or by instruments. Microscopical 
examination showed chorionic villi, which were separated from the 
uterine muscle by only a layer of Nitabuch’s fibrin, the villi and the 
muscle being arranged with regard to one another like the cogs of a 
cog-wheel. No decidua serotina could be found, the appearance 
being just what is seen in the pregnant tube. Some of the villi had 
penetrated deeply into veins, a phenomenon to which Veit has drawn 
attention. Bauereisen, with other critics of Veit’s work, points out 
that this observer has described two different conditions under the 
one heading of “deportation ;” in one the “deported” villi are still 
in connection with the chorion, in the other they are separated from 
it. In the former case only can the “deportation” be a cause of 
non-separation of the placenta. 
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As regards the treatment of these cases the author considers that 
if manual separation is not satisfactory the most rational method of 
treatment would be vaginal hysterectomy. 


Henry Rvussett ANDREWS. 


Syphilis and Lactation. 
QuerrEeL. Annales de Gynécol. et d’Obstét., November, 1904. 


Tue author, in an interesting paper on this subject, points out, as 
has been already shown by Paré, the dangers of transmitting syphilis 
by lactation. The whole difficulty arises thus :—Can anyone, in the 
absence of actual stigmata, or without a definite specific parental 
history, affirm that a child is syphilitic, and consequently ought only 
to be suckled by the mother or by artificial means? The whole 
question seems very difficult, but it behoves all to take the greatest 
precaution in such matters. Queirel, in his paper, sums up his 
conclusions thus :— 

1. Exclusive maternal nursing, or by bottle or spoon, in the 
following conditions: (a) For children whose parents we know to be 
syphilitic; (b) for children showing marked specific signs; (c) for 
children born after many previous stillbirths or accompanied with 
hydramnios; (d) for suspected children, especially premature or 
malformed; (e) finally, for healthy children even born at term, but 
with a large placenta. 

2. Suckling to be permitted by a wet nurse, but with daily 
surveillance: (a) For children at term, and quite healthy in every 
respect after the. most careful and repeated examination; any 
doubtful symptoms must immediately be noted and the suckling 
stopped; (6) premature children only after four to five months’ 
surveillance, since hereditary syphilis rarely shows itself after that 
period. 


C. Husert Roserts. 


The Relation of the Internal Secretions to Epilepsy, Puerperal 
Eclampsia, and Kindred Disorders. 


Sasous (CuartxEs E. bE M.). Journal American Medical Association, 
February 4th, 1905. 


Tuts paper is a continuation of the author’s previous studies on the 

functional relationship between the adrenals, the pituitary body, and 

the thyroid. He believes that the metabolic processes of the body 
19 
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are sustained by all three glands acting simultaneously; he also 
agrees with those investigators who conclude that these glands are 
concerned with the destruction of toxic waste-products. From the 
large number of facts adduced in his paper he thinks one may justly 
contend that the pituitary body, the adrenals, and the thyroid jointly 
govern all oxidation processes, and, therefore, the functional activity 
of all organs. Thus Sajous argues that if the functions of the pituitary, 
the adrenals, and the thyroid are interdependent—constituting 
what he calls the “adrenal system,’—impairment of any one of them 
must morbidly influence that of the others. Over-activity of the 
thyroid, for example, by surcharging the blood with this organ’s 
internal secretion, will over-stimulate the pituitary body, and through 
them the adrenals, thus causing the symptom-complex of general 
hyperoxidation—exophthalmic goitre. Conversely, lowering of the 
activity of the thyroid correspondingly lowers all oxidation processes, 
as instanced by the hypothermia of myxedema, cretinism, etc. 

The bearing of these various functions on the convulsive disorders 
mentioned, is next outlined; the author believes that in these 
clinical states there are two sources of the convulsions: the first a 
toxin in the plasma circulating in the nervous elements; the second, 
excessive activity in the pituitary body, leading to a correspondingly 
marked oxidation in all organs including the muscles. The first is 
certainly pathogenic, while the most that can be said of the second 
is that it is an exaggerated manifestation of normal functional 
activity, and, perhaps, protective. 

In the therapeutic treatment of all conditions of toxemia, attended 
with convulsions, it is rational to employ agents which tend power- 
fully to increase oxidation and general metabolism, by enhancing the 
functional activity of the organism’s protective system. 


OxureHANtT NICHOLSON. 
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GYNACOLOGY. 


One Thousand Laparotomies by Fenomenoff. 


PopuoreTzky (E. von). Archiv fiir Gynikol. Bd. lxxiv., Ht. 3, 
S. 633. 


Tuts article deals with operations performed during a period reaching 
from 1884 to 1902 by Professor N. N. Fenomenoff, principally in the 
University Clinic of Kasan and in the clinic of the St. Petersburg 
Medical Institute. Since 1888 the aseptic methods of technique 
have gradually replaced the older antiseptic régime; 1:1,000 perch- 
loride of mercury solution is still used for boiling silk ligatures, and 
the patient’s skin and operator’s hands are treated with tincture of 
iodine. Obviously infected tissue, like degenerate new growth, is 
treated with steam from Snegireff’s apparatus; and where it is 
desirable to disinfect the uterine cavity, preference is given to super- 
heated steam rather than the use of strong antiseptic solutions. The 
operator cleanses his hands for fifteen minutes with a spirituous 
solution of soap and hot sterile water, using a boiled nail brush. This 
process is repeated with several changes of spirituous soap, sterile 
water and sterile brushes. Finally the hands are steeped in 
96 per cent. alcohol, and the nails, and also the patient’s abdominal 
skin, painted with tincture of iodine. Antiseptic solutions are not 
used during an operation. Aprons, coats, and dressings are sterilised 
in super-heated steam at a pressure of two atmospheres, for half to 
three-quarters of an hour. The instruments are boiled for half an 
hour in 1—2 per cent. soda solution, but sharp instruments are only 
submitted to 10 minutes’ boiling. The water is removed from the 
steriliser, but the instruments are not taken out until used by the 
operator. Dry sterilisation is employed for gauze tampons, and these 
are used dry, excepting in purulent and hemorrhagic cases when they 
are moistened in Koch’s solution. Most painstaking hemostasis is 
employed by tying all vessels after their dissection from surrounding 
tissues. All raw surfaces are covered by peritoneal flaps. To reach 
the uterine artery Fenomenoff puts two ligatures on the round 
ligament 11—-2c.m. from the uterus; he then cuts the round liga- 
ments, inserts his fingers through the incision, and follows down the 
side of the uterus in the connective tissue until he reaches the artery 
at its entrance into the cervix; here the ligature is applied and the 
artery divided. In the same manner the ovarian vessels are isolated 
from the structures in the infundibulo-pelvic folds. When it is 
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impossible to cover raw surfaces with peritoneum the operator prefers 
to drain through the vaginal wall with gauze. v. Mickulicz’s drain is 
rarely used. Over a gauze vaginal drain the peritoneum is brought 
together, thus rendering the raw surfaces sub-peritoneal and the 
drainage likewise extra-peritoneal. The abdominal wall is sewn up 
in layers, but the peritoneum is not taken separately. A few stay 
sutures through the entire thickness of the abdominal wall are also 
used. If the rectal sheath has been opened the anterior and posterior 
layers are sewn up separately. Silk is the only material used for 
sutures. Catgut, reindeer tendon and fishing gut have all been dis- 
carded in favour of silk. For anesthesia both ether and chloroform 
are used. 

The thousand laparotomies comprise the following :—Ovariotomy 
505 (single 368, double 137); myomotomy 280 (including supra- 
vaginal amputation), 224 enucleation with uterus left 26, Doyen’s 
pan-hysterectomy 16, complete extirpation by combined method 2, 
extirpation of “free” myomata 2, cervical fibroid enucleation 1, 
intra-ligamentary fibroid 1, subserous fibroid 7, hysterectomy for 
pregnancy complicated with fibroid 1); laparotomy for ectopic 
gestation 58; for tubal disease 64; exploration 35; hernia of linea 
alba 9; echinococcus 7; ventro-fixation 11; lipoma of the broad 
ligament 1; chylous cyst 1; displaced kidney 1; parametric abscess 1; 
tuberculous peritonitis 1; hydronephrosis 1; adhesive peritonitis 2; 
colpo-laparo-hysterectomy 1; mesenteric cyst 1; hernia of the 
funiculus umbilicalis 1; secondary laparatomy 2; amputation of 
accessory pregnant horn 2; rupture of uterus 7; conservative 
Cesarean section 6; others 3=1,000. The total fatalities amounted 
to 77, or 77 per cent. Three cases died of malignant growth after 
complete recovery from the operation. One case died from sepsis 
after an abortion. Two patients died of general toxemia, one from 
tuberculous peritonitis two months after operation, the other from 
typhus fever. In three cases laparotomy was performed whilst the 
patients were in extremis from internal hemorrhage, due in one case 
to rupture of the uterus, in the other two to extra-uterine gestation ; 
all three died within one hour of the operation. Three cases died of 
pulmonary embolism, in four others there was sudden death from no 
ascertainable cause. One patient died suddenly nine days after 
operation, although convalescence had appeared uneventful up to that 
time. The cause of death was rectal hemorrhage, to which the 
patient succumbed in a few hours. In the remaining 62 cases the 
cause of death was either sepsis or shock. In seven of the septic 
cases there was pus present before operation. In two others there 
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was purulent peritonitis present; here the operation was only under- 
taken ex indicatione vitalt. If the obviously fatal cases be excluded, 
then the death percentage due directly to operative interference is 
reduced to 5:1. 

Ovariotomy alone gave a percentage mortality of 3°9. Cysts of 
the broad ligament, including tubo-ovarian cysts, gave a total 
percentage of 14:9. Torsion of pedicle was present in 3°1 per cent. 
Myomotomy gave a death percentage of 9°7. The death roll from 
salpingectomy was 31 per cent., z.e., two cases in 64, and in both 
cases the tubes contained pus. Laparotomy for adnexal disease has 
given place of later years to anterior and posterior colpotomy. 

Laparotomy for extra-uterine gestation (which included 
hematocele due to abortion, or rupture, and unruptured tubal sacs) 
gave a mortality of 6°9 per cent., z.e., 4 cases in 58; two of the four 
cases died soon after operation from the results of excessive 
hemorrhage. The umbilical hernia recorded in the statistics con- 
cerned a new-born child. The child recovered, having taken the 
chloroform well. No antiseptics were used either for the operator's 
hands or child’s skin. This operation, performed in 1888, was the 
first Fenomenoff ever performed under aseptic as opposed to anti- 
septic precautions, and since then he has gradually discarded the 
latter mode of technique. The 13 obstetric cperations, which include 
6 Cesarean sections and 7 laparotomies for rupture of the uterus, 
have all been performed since 1899. 

The writer concludes by justly hoping that his short record of 
1,000 cases of laparotomy performed by one surgeon may prove 
interesting and instructive. 


CurHBerRT LOCKYER. 


Stem Pessary for Dysmenorrheea. 


Carstens (J. H.). Annals of Gynecology and Pediatry, Dec., 1904. 
Vol. xvii., No. 12. 


AFTER a discussion of the various classifications, the diagnosis, and 


methods of treatment in dysmenorrhea, the author draws attention 
to two special classes. The first consists of young girls with well- 
developed bodies and ill-developed uteri. The cause of this un- 
satisfactory state of affairs is mental cramming due to an overweening 
ambition, or the misdirected persuasion of their parents and guardians. 
If these cases are seen early all is well, the sluggard uterus pulls itself 
together on appropriate hygienic treatment, and fortunately for the 
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young ladies local and medical treatment is not needed. If, how- 
ever, from want of local examination, or other cause, this ill-developed 
uterus escapes observation, then when the young girls have become 
young women, hygienic treatment is no longer of any avail and local 
treatment alone remains. But it is all quite easy. If one wants the 
muscles of the arm, leg or back to become developed, one prescribes 
exercise, and therefore if one wants the uterine muscle to develop 


naturally the same prescription should suffice, which it does according 
to the author. 


The exercises recommended are :— 


1. Dilatation of the cervix by a steel dilator three times a week 
for ten minutes. It is true this is painful, but then it is not quite so 
painful as the dysmenorrhea; therefore the young women gladly 
submit to this trifling’ inconvenience, and the results are, after 
twenty-one years’ experience—according to the author,—wonderful. 

2. A stem pessary is introduced into the uterus, when there 
commences a regular titanic struggle between that organ and 
the pessary. ‘Day after day and month after month,” the uterus 
contracts and contracts, in its effort to expel the offending member, 
till at last, becoming firm and of normal calibre, it is no longer a blot 
on an otherwise well-developed body. 

The second class of case occurs in women with the “right kind 
of brains” and well-developed bodies, and living a normal life. If, 
by some unhappy chance, one of these women should take up a 
vocation requiring brains but no physical exertion, the system becomes 
weak and flabby ; dysmenorrhea supervenes, and on local examination 
the uterus is found in a similar condition to that noted in class one. 
As the dysmenorrhea is recent, it is quite evident that the uterus has 
only gradually arrived at this parlous condition. What has 
happened is that the muscle has, to a great extent, been supplanted 
by fibrous tissue, through lack of use. The woman did not marry, 
she did not have children. No matter, a stem pessary will produce 
“congestion of the uterus and pelvic organs.” The uterus, in its, 
effort to expel the foreign substance, brings about a better blood 
supply, the muscle is developed, the organ becomes larger, the 
fibrous tissue disappears, and menstruation becomes normal and 
painless. 

But the uses of this admirable Crichton among pessaries do not 
end here. In excessive involution of the uterus following labour it 
offers the only chance for cure. In “fleshy women” with irregular, 
scanty, and painful menstruation, it is especially valuable. Flexions 
and versions after six months’ to a year’s propping up, are found to 
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have disappeared, and what is much more satisfactory, do not return. 
To quote the author’s words: “Sterility without any apparent cause, 
simply a painful menstruation, has been cured in a few cases, but it 
will not cure every case.” This sentence is very cryptic and one 
fears to embark on its elucidation. 

There do not appear to be many contra-indications to this uterine 
prop, but the author does not advise its use in cases of menorrhagia 
or pelvic inflammation. As a rule the patients are taken to a hospital, 
anesthetised, the cervix is then dilated, the uterus curetted, and the 
pessary introduced. The patients are kept in bed for from twenty- 
four to forty-eight hours, and then get up to return to their vocations 
in a few days. The author prefers a hard rubber pessary, and to 
keep it “in place positively” he often adds a “retroversion hard 
rubber pessary.” 

Dysmenorrhea is notably a troublesome symptom to cure, as is 
proven by the enormous number of remedies in use—allopathic, 
homeopathic, eclectic and quack; but while most of them, if valueless, 
are harmless, this method of treatment at anyrate cannot lay claim to 
the latter attribute if the majority of recognised gynecological teachers 
are to be trusted. Similia similibus curantur,—nevertheless we cannot 
admit that because Sandow’s treatment is good for the muscles of the 
trunk and limbs, Carsten’s treatment is good for that of the uterus. 
Comyns BERKELEY. 


Double Uterus with Sub-peritoneal Fibroids ; Double Salpingitis: 
Abdominal Section; Hysterectomy; Recovery. 


Forsy. (Revue Clinique.) Annales de Gynécol. et dObstét., 
January, 1905. 
THE case reported is of some interest, because it is a good instance of 
double uterus, and also because the uteri contained fibroids. Owing 
to an acute attack of salpingitis, abdominal section became necessary, 
when the conditions described below were discovered. 

The patient was aged 39; when 24 years old she had an abortion 
followed by severe septic symptoms; one year later a child was born 
at term, again followed by septic symptoms; two years after this 
another child was born alive at term; four years after this, another 
abortion occurred at 2} months, with retention of the placenta. ‘Two 
years subsequent to this, she contracted severe gonorrhea with profuse 
discharge, cystitis, and abdominal pain. The pain rapidly got worse, 
and on admission to the hospital was continuous and severe. Tender 
swellings were found in both fornices, with a mass in Douglas’s 
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pouch which was taken to be the retroverted fundus. A diagnosis 
was made of chronic metritis with bilateral salpingitis. Operation 
was decided on, and the abdomen opened in the usual way. The 
right appendages were found very adherent to the posterior surface 
of the broad ligament. On attempting to raise the left appendages, 
and separate them from what was taken to be the uterus, a second 
uterine body was found deep in Douglas’s pouch. This was really 
the left cornu, and to it the left appendages were attached. The two 
uteri were separated by an antero-posterior septum, a true meso- 
peritoneal fold. This fold was attached anteriorly to the posterior 
surface of the bladder. In the middle line posteriorly, it was attached 
to the cervix at the angle of junction of the two uterine bodies. 
It extended thence backwards into Douglas’s pouch, and was lost on 
the anterior surface of the rectum. Its upper border was free and 
arched, and its height equal to that of four fingers. It divided the 
pelvis roughly into two halves, each half containing a uterine 
cornu and its appendages. On section this fold was vascular, but 
the hemorrhage was easily controlled. Owing to the extensive 
disease found (double pyosalpinx), it was impossible to leave the 
uterine bodies, and supra-vaginal hysterectomy was performed. ‘lhe 
patient recovered from the operation. 

Careful examination of the removed structures showed it to be a 
case of double uterus—the right side was larger than the left, and 
contained a fibroid the size of a walnut. The right tube was sinuous 
and sacculated, and the fimbrie retracted. The left cornu, situated 
at right angles to the right, also contained fibroids, and the left tube 
was extensively diseased. The cervix itself was long but its cavity 
single. There was no vaginal malformation. 

The case is thus one of uterus bicornis unicollis, and the presence 
of a true vesico-rectal septum is of great interest. Septa of this 
description have been described by Seychéron, Griffon, Ombrédanne, 
and Houzel. With regard to the genital history of cases of 
double uterus, many seem to suffer little trouble and thus escape 
observation. Sterility may be a factor, while menorrhagia, abortion, 
and difficult labour, have been reported. Ruptures of the uterus 
during labour, retroversion of one horn, and hematometra also occur. 
In the above case hysterectomy was resorted to on account of the 
bilateral disease of the appendages, though in some instances, as in 
unilateral hematometra, or retroflexion of one horn, it has been 
possible to preserve one cornu at the time of operation. 

C. Husert Roserts. 
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Contribution Concerning the Spontaneous Cure of a Chorion- 
epithelioma. 


FLEIscHMANN. Monats. fiir Geburts. und Gyndkol. Bd. xxi., Ht. 3. 


Tuts short paper deals with the further history of a case of chorion- 
epithelioma, previously reported in the same journal. The patient 
was 30 years old, and had been operated upon 2? years previously for 
a chorion-epithelioma with a secondary vaginal growth. As a radical 
operation was refused, the uterus was curetted and the vaginal growth 
excised. During the curettage the uterus was perforated, and a 
hematoma resulted. Nevertheless the patient recovered and men- 
struated naturally seven months after the operation. Later she 
became pregnant again and was delivered of twins. As there was 
difficulty in delivery of the placenta and much hemorrhage, the 
patient was again removed to hospital. The placenta was removed 
under ether, and the interior of the uterus was explored to see if 
there was any trace of the old perforation. Near the right cornu of 
the uterus a cavity was found in the wall, which admitted a finger, 
had smooth walls and was covered at its base only by peritoneum. 
Intestine could easily be felt bimanually through it. The patient 
made a good recovery. This case then appears to be one of 
spontaneous cure of a microscopically proved chorion-epithelioma in 
a patient who was quite well 23 years after the event. Somewhat 
similar cases have been recorded by other observers, and it has been 
suggested that although the operations performed, as in this case, 
appeared to be only partial, they were in fact complete, and that the 
growth was completely removed. The author does not consider this 
could have been the case in this present patient, for he ceased his 
curettage after the perforation ocourred, for fear of further implanta- 
tion of the growth. On this account he believes that there must have 
been a spontaneous cure. 
Tuos. G. STEvENs. 


The Relationship of Broad-ligament Cysts to Hydrosalpinx. 
Hanptey (W.S.). Archives of the Middlesex Hospital, 1905. Vol. iv. 


Cysts of the broad ligament have been supposed for many years to be 
of Wolffian (parovarian) origin. The author of this paper has shown 
in previous communications, that there is every reason to think that 
cysts situated above the Fallopian tube are derived from accessory 
Fallopian tubes, that is, their origin is not Wolffian, but Miillerian. 
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He now brings together all the evidence there is in favour of the view 
that broad ligament cysts, as a whole, are Miillerian in origin. The 
first point clearly brought out is the close similarity in structure 
between a hydrosalpinx and a broad-ligament cyst; and in this con- 
nection there is a careful description of a hydrosalpinx which 
burrowed between the layers of the broad ligament, and having the 
uterine end of the tube stretched over it, was naturally thought, even 
during the operation, to be a broad-ligament cyst. It was only the 
failure to find the ostium, and later the discovery that the stretched 
Fallopian tube opened into the cyst, which enabled the distinction 
to be made. 

The author goes on to consider the question of accessory Fallopian 
tubes. According to Kossmann accessory tubes or ostia occur in from 
4 to 10 per cent. of all cases, and Kossmann regards them as arising 
from supernumerary Miillerian ducts parallel to the normal single 
one. Handley does not accept this, but thinks that they probably 
arise from the abnormal persistence of one or more of the three 
peritoneal invaginations (pronephric funnels), from which the anterior 
part of the Miillerian duct, certainly in the chick, and probably in 
the human subject, takes its origin. "Whichever view be true, cysts 
arising from accessory Fallopian tubes have certain definite character- 
istics, of which the most important is the presence of plice. These 
have never been described in connection with parovarian cysts. 
Their presence has, however, been demonstrated, by the author in a 
series of four cysts situated above the tube, and more recently in two 
specimens of small cysts of the outer edge of the broad ligament sent 
to him for examination by Dr. Macnaughton Jones, and fully 
described by the latter in this Journat, September, 1904. These 
specimens are important as showing that plice are not confined 
exclusively to cysts situated above the tube. The author has pro- 
ceeded further, and carefully examined several typical parovarian 
cysts for plice, but up to the present time the results have been 
negative. He adds that it is, perhaps, rather unlikely that plice will 
ever be found in cysts much larger than an orange, since they 
certainly disappear in the larger examples of hydrosalpinx, and even 
in smaller ones may be very sparsely distributed. 

Viewing the origin of the large clinical broad-ligament cysts from 
the standpoint of probability—the only possible one at present, the 
author asks which is the more likely hypothesis? That they arise 
from a tubule of the parovarium, a minute structure, hardly visible to 
the naked eye, or on the other hand from accessory Fallopian tubes 
which are not infrequently found, below the tube as well as above, 
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and have, too, a thick muscular wall, and plice, which are vigorous 
and highly vascular secreting organs. The latter view finds support 
in the close clinical resemblance which exists between broad-ligament 
cysts and ordinary hydrosalpinx. At any rate the field of application 
of the parovarian theory is gradually becoming more restricted. 
It has been definitely disproved for cysts above the tube, and for 
some, at any rate, of the cysts of the outer edge. 


R. Hamitton Bett. 


Rapid Development of Carcinoma of the Cervix after Subtotal 
Hysterectomy. 


PéRATRE and BenvER. Bulletin et Mém. de la Soc. Anat. de Paris, 
December, 1904. 

THE patient, a woman of 52, was operated on in February for a 

small intra-uterine fibroma causing profuse hemorrhage. Subtotal 

hysterectomy was the operation performed, and the parts removed 

were examined pathologically and no evidence of any lesion of an 

epitheliomatous nature discovered. The cervix, though large, 


appeared quite soft. In June there was a recurrence of symptoms, 
and several small polypoid growths which were projecting through 
the cervix were removed and found to be epitheliomatous. There 
was very little benefit from this operation, and by August the patient 
had begun to go down-hill very rapidly ; by December the vagina and 
pelvic connective tissue were extensively involved by the malignant 
growth, and the general condition of the patient was extremely grave. 

The authors discuss the question as to whether they should have 
done a total extirpation of the uterus in the first instance, but 
consider that the condition of the cervix did not suggest the necessity 
for the radical operation; the pathological report also confirmed the 
clinical examination. They further question whether a total hysterec- 
tomy would have given any better result owing to the extraordinary 
malignancy of these cancerous growths accompanying intra-uterine 
polypi. 

Joun S. FarrBarrn. 
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REPORTS OF SOCIETIES. 


OBSTETRICAL SOCIETY OF LONDON. 


Meeting held Wednesday, March 1st, 1905, W. R. Daxtn, M.D., F.R.C.P., 
President, in the Chair. 


Cuytur1a CoMpPLIcATING PREGNANCY. 


Dr. J. C. Hotpicu Lercestsr, I.M.S., read a short communication on a 
case of chyluria in an Eurasian, 18 years of age. She had been married 
8 months, and had advanced to the 8th month in pregnancy. She 
presented herself for treatment at the Eden Hospital for Women, Calcutta, 
on account of severe pain on micturition. The urine had become milky 
for the first time on the previous day. For 5 months she had had a 
swelling in the right thigh, which had occasionally given rise to pain. 
The swelling felt like an enlarged gland in the femoral ring; it quickly 
subsided. On examining the urine drawn by catheter, it was milky 
white in colour, with a faint pink tint, and contained some white 
sediment. Specific gravity 1,022, faintly acid; albumen }; traces of 
blood ; chyle present; phosphates in excess. On microscopic examination, 
besides phosphates, oxalates, and blood corpuscles, bladder epithelium 
and several filaria embryos were found. The urine was found to clot 
shorily after being passed, but soon broke down again and remained 
fluid. Both the labour and the puerperium passed naturally except for a 
rise of temperature to 101°8°F. on the 6th day after delivery. The urine 
as a rule continued to preserve its milkiness. The blood was examined 
on three separate occasions, and on each was found to be swarming with 
filaria embryos. The case resisted all treatment, whether of diet, drugs 
or posture, and the condition of the urine remained practically the same 
throughout. The patient’s general condition showed improvement during 
the time she was in hospital. In the author’s opinion there was little 
doubt that in this case the pregnancy was the exciting cause of the 
chyluria, the pelvic lymphatics having been previously affected by filarial 
obstruction of the thoracic duct. 


PREGNANCY IN A RupIMENTARY UTERINE Cornu. 


Dr. A. H. N. Lewzrs related a case in which he had operated for severe 
internal hemorrhage. The patient was 24 years of age, and had been 
married 13 months. She had had a miscarriage at about the 6th month 
of pregnancy, six months after marriage. One menstrual period had 
occurred 13 weeks after the miscarriage. On the day prior to her 
admission to the London Hospital, she was suddenly taken ill with severe 
pain in the abdomen. Preparations were at once made for operation. 
The patient’s condition was so bad that both rectal and intravenous saline 
injections, and hypodermic injections of strychnine, were resorted to. On 
opening the abdomen, the ovum was discovered on the left side. The sac 
burst on handling, and a foetus of at least 3 months’ gestation escaped with 
the liquor amnii. The pedicle was found to be much thicker than in a 

















spies 


ie ee ok 







saa eae trae is ria 






Greys 








bien Sams 




















Sie aia ST ee Rape 









K 







































Reports of Societvres 297 


tubal gestation; it was transfixed and tied a second time to render it 
secure. On subsequent examination the wall of the sac proved to consist 
of muscular tissue, about half an inch in thickness, formed by the 
rudimentary horn on the left side.. It was noted that the left ovary did 
not contain the corpus luteum, from which the author infers that external 
migration of the ovum from the opposite ovary had occurred. The patient 


passed a decidual cast 8 days after the operation and made a good 
recovery. 


“ GRAPE-LIKE” SARCOMA OF THE CERVIX UTERI. 


Dr. Herpert WILLIAMSON showed a specimen of grape-like sarcoma of 
the cervix. He remarked upon the rarity of this form of sarcoma of the 
cervix ; only sixteen cases having been previously recorded. The specimen, 
(which was removed by operation from a woman 39 years of age), consisted 
of a firm central core to which were attached a number of branching 
processes. These processes here and there throughout their length were 
dilated into cyst-like bodies the size of cherries. Microscopically the growth 
was a mixed-celled sarcoma; the cysts were covered on the surface by 
several layers of stratified squamous epithelium, and their fluid contents 
appeared to have accumulated as the result of cedematous infiltration, 
rather than of myxomatous degeneration of tissues. 

Dr. HanpriELp-Jongs brought forward the history of a case, in which 
sarcoma of the same type had been found springing from the whole lining 
membrane of the body of the womb. In his own experience, the disease 
had shown very little evidence of malignancy, and the patient’s life had 
been prolonged for several years after the disease was first recognised. 

The PresipEnt delivered his Inaugural Address. 


BRITISH GYNAZCOLOGICAL SOCIETY. 


Meeting held March 10th, 1905, Dr. W1uu1am AuLExanpER, President, in 
the Chair. 


Dr. Freperick Epa showed (1) a specimen of Malignant Adenoma of 
the Fundus of a Uterus removed by the vagina from a patient aged 62 
who had suffered from a sanious vaginal discharge for two years; (2) a 
specimen of Malignant tubo-ovarian cyst from a patient of 44, who com- 
plained of a foreign body. The papillomatous growth commenced in the 
tube, and did not involve the wall deeply. Dr. Edge also read notes of a 
case of severe metrorrhagia where after removal of the uterus a submucous 
fibroid was found at the fundus, with lengthening of the cavity for an 
inch ; and exhibited a uterus removed from a patient past the menopause 
for prolapse and ulceration of vagina. In performing vaginal hysterectomy 
for prolapse he divided the posterior vaginal wall mesially, and after 
removing the uterus, he sutured the recto-vaginal fascia transversely, 
which permitted complete closure of the anterior part of wound with 
drainage of pouch of Douglas from lowest point, without weakening the 
pelvic floor. 

Dr. J. INauis Parsons then read a paper on Tue Cuorce or TREATMENT 
FOR FIpROMYOMA OF THE UTERuS. The question was discussed under seven 
headings. (1) Tumours producing no symptoms. (2) Small tumours 
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causing severe menorrhagia without pressure symptoms; in 95 per cent. 
electricity would diminish the hemorrhage and ought to be tried before 
operation. (3) Small tumours producing pressure symptoms, with or 
without menorrhagia; if the pressure is on the bladder, operation is 
necessary, either myomectomy or hysterectomy, or removal of the 
appendages. (4) Uniform enlargement in shape resembling that of 
pregnancy at 4 to 6 months, and causing pain and metorrhagia; opera- 
tion was recommended for this group, because of the pressure symptoms, 
but if declined, electricity was of great value. (5) Tumours forming a 
round mass confined to the pelvis, and sometimes impacted, should be 
operated on as soon as possible, because of the pressure caused by them 
on the bladder. (6) Very large tumours filling the abdomen, the size of a 
full-term pregnancy; hysterectomy is the only available treatment for 
these tumours. (7) The relation of the menopause to fibroid tumours. 
The menopause comes on much later, and as a rule the tumours cease to 
grow and become smaller. He gave notes of three cases treated by 
electricity which he had watched for 17, 14, and 9 years respectively 
through the menopause, and did well without operation. 


Dr. J. A. MansELL Mov.uin said that the paper ignored the brilliant 
improvement in the results obtained by operation during the last 15 years. 
Any discussion might, he thought, be confined to the cases in the first 
group, as all the others undoubtedly demanded operation. 


Dr. H. Macnaucuton-Jonzs had tried electricity and, like Martin and 
Mackenrodt, had given it up. Every case should be dealt with according 
to its special features and complications. 


Dr. Macruerson Lawrig protested against the sweeping disapproval 
of electrical treatment of myoma. He had known it of good service in 
many cases, diminishing hemorrhage, relieving pain, and, sometimes, 
leading to shrinking of the tumour. 

The Presipgent thought that a patient ought not to be informed of the 
presence of a tumour, the knowledge of which would be a constant source 
of depression to her. She should invariably be given medical treatment 
in the first place, and the removal of the tumour only undertaken by the 
gynecologist. Any good effects of electricity were merely palliative and 
deferred, but did not do away with the necessity of an operation. He had 
found the results of the removal of the appendages very unreliable, and in 
the majority of cases thought hysterectomy was the best operation, though 
if the tumour was a solitary one, he might enucleate it. 

Dr. Incuis Parsons, in reply, said that if, as was possible, the pelvic 
organs were sometimes restored to health by electrical treatment the 
patient would not be a chronic invalid; he had not found such treatment 
render a subsequent operation, when necessary, more difficult, nor had he 
ever lost a case from it. The medicines he had mentioned, the general 
practitioner ought to try before bringing the case to the specialist. He 
entirely agreed with the President as to the removal of the appendages. 
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GLASGOW OBSTETRICAL AND GYNAZCOLOGICAL SOCIETY. 
Meeting held February 22nd, Dr. J. K. Keuuy, President, in the Chair. 
Ballot for new membership. Minutes read. 


SPECIMENS. 

Dr. J. K. Ketry. (1) Pregnant Uterus with Dermoid Cyst of Ovary. 
Post-mortem: Uncontrollable vomiting of pregnancy; patient had severe 
hemorrhage from bowel which caused death. (2) Myoma from Uterus— 
enucleated; patient aged 22. (3) Myoma removed by enucleation, but 
uterus also removed on account of breaking up of uterine tissue. 

Dr. Scorr Macerecor. (1) Cervical Polypus—pedicle consisting of 
an artery and a vein. (2) Fibroid of Cerviz. 

The business of the meeting was a Discussion ON THE TREATMENT OF 
Curonic ENDOMETRITIS opened by Dr. OuipHaNtT, who in his introductory 
remarks said that there were no symptoms of endometritis per se to guide 
us in a diagnosis. The treatment of most advantage was dilatation and 
curettage, giving free drainage to the uterus. This was especially useful 
in cases of senile endometritis simulating carcinoma, the secretions 
becoming septic from being pent up inside the uterus. In cases resulting 
from incomplete abortion, curettage was of the utmost value in preventing 
recurrence. Endometritis, besides having its origin in local causes such 
as displacements, fibroids, etc., might be secondary to cardiac or hepatic 
diseases. General treatment was essential, e.g., rest, massage, dieting. 

Dr. Stark thought that chronic endometritis existed without the uterus 
being involved. He had good results from curettage in a case of 
membranous endometritis. 

Dr. RicuMonp had seen contraction of cervix after using intra-uterine 
medication. 

Dr. Browni1g McKenprick spoke of the value of curettage in cases of 
sterility, and in incomplete abortions. 

Dr. Rircuig said curettage was of the utmost value. 

Dr. Coutson Howrg had used nitrate of silver with good results in cases 
of old cervical lacerations. 

Dr. Scorr Macerecor had good results from intra-uterine medication. 

Dr. Munro Kerr had found in cases of virgins with leucorrheal dis- 
charge that intra-uterine medication was of great benefit, whilst curettage 
was of value in cases of hemorrhage with thickened endometrium. He 
found a saturated solution of iodoform in aniline oil of value. 

Dr. BaLrour MarsHALL said that curettage was of value as a means to 
a diagnosis. He had given up intra-uterine medication on account of its 
risks of tubal mischief. 

The Prestpzent was doubtful of intra-uterine medication on account of 
risks of causing pyosalpinx. He thought washing out the interior of 
uterus and tampons in vagina was rational treatment. He used curettage 
in most of his cases. 

Dr. O.rpHant replied. 






Journal of Obstetrics and Gynecology 


ROYAL ACADEMY OF MEDICINE IN IRELAND. 
SECTION OF OBSTETRICS. 


Meeting, Friday, March 10th, 1905, Aurrep J. Smiru, M.B., F.R.C.S.L, 
President, in the Chair. 


SPECIMENS. 
Dr. E. Hastinas Twespy: Tubo-ovarian Abscess; Myoma of Broad 
Ligament removed by myomectomy ; Maldevelopment of Large Intestine— 
enterostomy ; Ovarian Cystoma, 


Dr. Purzroy thought the first specimen was a very interesting one from 
the point of view of the possibility of making a correct diagnosis before 
operation. He did not quite agree that the fact that a woman was 
pregnant three months before, negatived double pyosalpinx. The specimen 
from the infant was also a very interesting one, especially as to what 
led to its development. Speed in operation was always important. He 
had read with surprise that Spencer Wells, even in his day, could do an 
ovariotomy in fifteen minutes. 


Dr. Je.uett said the intestinal specimen was one of great interest, and 
described a somewhat similar case which he had operated on whilst in 
the Rotunda. The child was born with a largely distended abdomen, and 
passed no meconium. He opened the abdomen in the middle line, and 
came straight into a cavity, from which came a large quantity of meconium. 
The child lived for a couple of days, and the post-mortem showed that the 


cavity was an enormously distended cecum, beyond which there was 
practically no bowel. 


Dr. Kirkpatrick said he had dissected the body of a new-born infant 
which had suffered from intestinal obstruction. The abdomen was 
occupied by a cyst or cavity containing meconium, and the small intestine 
opened into it. Below this dilated portion of the intestine there was a 
volvulus, below which the colon was contracted practically to a cord. 


Dr. Hastines Twrepy, during his reply, said that in the ovarian case 
he had stitched the abdominal wall in three layers, and while performing 
the operation (which occupied twelve minutes from the first incision to the 
last stitch) he had no idea of working against time. 


Dr. Henry Wiison: Fibro-myomatous Tumour excised from labium 
majus ; Vterus removed by panhysterectomy for adenoma malignum. 


Dr. Twerpy asked Dr. Wilson what had determined him to perform 
an abdominal rather than a vaginal operation. 


Dr. Purzroy said that the first case was very interesting, partly 
on account of the great rarity of fibroid tumours in that locality, 
and also because, until the tumour becomes ulcerated, its real nature may 
be undetermined. Winckel mentions a case where the tumour, after 
remaining for seven years, eventually proved to be sarcomatous. He asked 
if any microscopic examination had been made of the tumour. 
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Dr. Witson said that he now thought he might have operated by the 
vaginal route, but at the time, and the woman being a nulli-para, he had 
thought the abdominal operation would be easier. 


Dr. Je.Lett showed an infant on whom clecdotomy had been performed, 
in consequence of impaction of the shoulders at pelvic brim. Traction 
failed to deliver, and so cleidotomy was performed. Traction still failed, 
and so the posterior muscular attachments of the scapula were divided. 
This enabled the whole scapula and shoulders to move forward on to the 
chest, and delivery was then easily accomplished. The foetus measured 
45c.ms. round the shoulder girdle with the shoulders in their normal 


position, and 34c.ms. when compressed after the division of the bones 
and soft parts. 


Dr. Horns said that the case reminded him of a similar one which had 
occurred with him a year ago. The patient gave a history of the first 
labour being extremely difficult. He could find no distinct narrowing of 
any portion of the pelvis, and allowed her to go on to full term. The 
labour was very slow, and the head had to be extracted with forceps. 
He failed to deliver the shoulders by traction, and finally got his hand 
up on the posterior wall of the pelvis, and a finger into the axilla. After 
a great deal of traction he got down one arm, and completed delivery. 
He thought Dr. Jellett’s operation a very ingenious one. 


Dr. Purgroy said that one of the many points in the case was the way 
it illustrated the fact that pregnancy might be unduly prolonged, and the 
consequent increase in the size of the child might be serious. Some years 
ago he assisted at a case of delay in labour. The head was in the pelvis, 
and several attempts had been made to extract it, but in vain. He 
suggested waiting to allow moulding to take place. After some hours he 
attempted delivery with forceps, but could not move the head till he had 
perforated it. The extraction of the shoulders caused great difficulty 
until he passed a blunt hook into the axilla, and completed delivery. 


Dr. GLENN thought the lesson to be learnt from the case was that when 
a child could be lost by a skilled obstetrician, one ought to look charitably 
on such accidents in the hands of the general practitioner. He asked 
Dr. Jellett—(1) If he had tried a screwing motion with one hand on the 
back and one hand on the chest of the child, to try and rotate it. 
Occasionally this changed the position of the arms, and allowed of 
extraction. (2) Why did he not use Braun’s blunt hook? Though quite 
aware of the danger of using this in unskilled hands, yet it undoubtedly 
has its uses. The period of gestation in most of these cases was over the 


usual period. He thought Dr. Jellett was to be congratulated on saving 
the mother. 


Dr. JELLETT, in his reply, said that the use of the blunt hook was 
extremely difficult and dangerous. In doing the cleidotomy he spent about 
three minutes over each clavicle and about five minutes in separating the 
posterior attachments of the scapula. There was no bruising of parts and 
consequently the question of saving the mother did not arise, as her life 
was never in danger. The rotation of the body he considered an admirable 
suggestion. It did not occur to him, but probably would have if he could 
have got at the body. It might have brought about the same result as the 


20 
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division of the scapular attachments. In regard to the period of 
gestation, there certainly seemed, in this case, to have been a prolongation. 


A Curative OPERATION FOR PRociDENTIA UTERI. 

Dr. Hastines Tweepy read a paper on this subject and called attention 
to a suggestion lately put forward to remedy this diseased condition. He 
did not believe that any procedure, having for its object the removal of 
the uterus and the entire closure of the vagina, provided a sound surgical 
remedy. He had on three occasions performed an operation that appeared 
to him on theoretical grounds to fulfil all the requirements of a complete 
cure in the worst conditions of prolapse. Briefly stated, the operation 
consists of opening into the abdomen, both in front of and behind the 
cervix. This enables the operator to grasp the broad ligaments between 
thumb and fore-finger, and protect the ureters and uterine artery, whilst 
the bases of the broad ligaments are denuded by stripping the vaginal 
mucous membrane of the lateral fornices from them. Ligatures are passed 
through these structures close to their pelvic extremities, and these 
ligatures when tied together in front of the cervix will cause the latter to 
be elevated in an upward and backward direction. The basal fibrous 
structures (Mackenrodt’s ligaments) are still fyrther secured in front of 
the uterus, in the neighbourhood of the internal os, by several fine sutures. 
The final steps of the operation consist of amputation of cervix, anterior 
vaginal fixation of the uterus, and an anterior colporrhaphy, combined 
with a Hegar’s colpo-perrineorrhaphy. 


Dr. GLENN said that the original operator passed the stitch through the 
back of the cervix, and drew it upwards and backwards towards the pro- 
montory of the sacrum, the fundus falling forwards. An anterior 
fixation was also done. 


Dr. JELLETT said that in many cases of prolapse some form of opera- 
tion was necessary. He was in favour of vaginal fixation, and some form 
of narrowing operation of the vagina. He had no dread of pregnancy 
afterwards, never having had any trouble. He had lately opened an 
abdomen in which anterior fixation had been previously done, and it had 
had excellent results. He thought that that operation, plus narrowing, 
was usually quite sufficient, and if not Dr. Tweedy’s operation was an 
excellent one, as it was on a sound anatomical basis, and got the uterus 
anteverted, etc., and at its normal level. 


Dr. Pureroy said that the subject was one of great interest, as some 
of those cases might be the start of a fatal illness. He had seen one 
case of peritonitis resulting from it. With regard to the various 
structures which kept the uterus in position, there was some difference 
of opinion. In Dr. Savage’s book there is a series of plates on the subject, 
and he demonstrates that the structures which chiefly prevent procidentia, 
are the utero-sacral ligaments. The procedure which Dr. Tweedy had 
shown was in certain cases an excellent one, but was manifestly not suited 
to all cases of procidentia. Huguier pointed out that in many cases 
hypertrophy of the cervix was the cause of procidentia, and this could 
be dealt with by amputation of the cervix. 


Dr. A. J. Smrru said that he had found the necessity for some reliable 
operation for procidentia. He had read the original description of the 
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operation, but had thought it exceedingly theoretical. He had not seen 
how, in tying the sutures, you avoided compressing the ureters, and he was 
delighted to hear of Dr. Tweedy’s favourable results. He was quite at one 
with Dr. Jellett with regard to the value of vaginal fixation—plus the 
ordinary colporraphy—in ordinary cases of prolapse. It gave very good 
results. He had also good results from abdominal fixation. 


Dr. Tweexpy, in reply, said he was exceedingly obliged for the favourable 
way the Section had received the operation. He felt that there were great 
possibilities in it. Vaginal fixation was not sufficient in the worst forms 
of prolapse, and he was not at all so convinced as Dr. Jellett that the 
results of a subsequent pregnancy in all cases would be what one would like. 
The operation when performed in an ideal manner, would give admirable 
results in pregnancy, but cases were met with in which, before the uterus 
could be brought forward, one had inflicted such injuries on it, that firm 
adhesions would form. Like Dr. Purefoy, he had formerly attached 
enormous importance to the sacro-uterine ligaments, but he had now 
4 adopted the view that the ligaments he had pointed out were perhaps 
of more importance in keeping the uterus in proper position, especially 
in that of elevation. There was frequently a deep laceration of the cervix 
in bad cases of procidentia, and in such cases Mackenrodt’s ligaments 
were probably torn. 
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REVIEWS OF RECENT BOOKS. 


ManvuaL oF ANTE-NATAL PATHOLOGY AND HyoGienz: Tue Emsryro. By 
J. W. Ballantyne, M.D., F.R.C.P. (Edin.), F.R.S. (Edin.), Lecturer 
on Midwifery and Gynecology Medical College for Women, and 
Surgeons’ Hall, Edinburgh; Examiner in Midwifery in the 
University of Edinburgh, etc. Edinburgh: William Green and 
Sons, 1904. 

The author of this work deserves the gratitude of the profession for 
the enthusiasm with which he has taken up an onerous task. Teratology 
is a specially difficult branch of biological science. We seek rule and 
order, and find both in zoology, anatomy, physiology, and, indeed, even in 
pathology, but teratology implies departure from rule, and disorder. 
Deeper study, however, shows that even in the science of malformation the 
apparently universal discord may be harmony not understood. It is in 
study of this kind that Dr. Ballantyne has been so long engaged. His 
name is associated with the most recent standpoint of teratology. This 
science threw aside doctrines about “freaks,” “sports” and other cunningly 
devised means to shield ignorance, when it was able to avail itself of the 
resources of embryology. New fallacies, however, grew up amongst the 
rich, almost rank, vegetation of nineteenth century teratology. The more 
an honest student pored over the writings of authorities the more he 
tended to believe that whilst the unborn child was subject to very awkward 
accidents in the course of its development, it was practically free not only 
from the heartache which holds aloof from many an adult who gives it no 
encouragement, but also from those natural shocks that flesh is heir to from 
birth to the grave. Amongst these shocks pathology in its conventional sense 
lay, it was thought, cumbersome, terrible, but purely post-natal. This error 
was strange when so much was talked about congenital syphilis, but it was 
explained by the assumption that a bad fever or other complaint, attacking 
a pregnant woman, either killed the foetus or simply arrested its develop- 
ment by lowering the general vital force of the parent. 

The new school where the author of this work is so prominent has 
shown that a disease of the parent may systematically attack the foetus, 
producing changes such as are being developed in the maternal organs, 
and further, the foetus may suffer from pathological changes of a perfectly 
post-natal type quite on its own account, the mother perhaps remaining 
in ideal health. Already Dr. Ballantyne published in 1902 his treatise 
on the diseases of the foetus. The subject, when we bear in mind the 
principles above noted, necessarily involves the question of the joint 
participation of true teratological changes, and ante-natal disease of a 
kind more usual after birth, in producing familiar varieties of monstrosity. 
At the same time purely teratological changes may exist, whilst in other 
instances the foetus is subject to purely pathological conditions. The 
author now adopts certain terms for distinction. We are all acquainted 
with his earlier work on what he calls the “ diseases of the foetus.” This 
new treatise is devoted to the “ pathology of the embryo.” Perhaps the 
word “ pathology” is here a little confusing since it is in the foetus that 
occur those disorders described in his first volume which we generally 
understand as “ pathological,’ as though they were post-natal. But 
Dr. Ballantyne explains the unfamiliar term very definitely. “The 
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pathology of the embryo,” he writes, “is practically synonymous with the 
subject of teratology, or at least with that part of it which deals with 
single as distinguished from double monsters.” In fact, by pathology of 
the embryo, he means what we understand by teratology pure and simple. 

Hence this excellent volume contains much that is familiar to us, 
for old theories are discussed and old records quoted. We meet with 
several very ancient friends, such as the Biddenden maids, whose existence 
is deemed by our author as quite possible, although they lived in the 
uncritical age of Henry I. of England. He considers that they were 
probably pygopagous, for their alleged union at the elbows is at variance 
with the experience of scientific teratology, whilst several twins joined 
near the nates have lived, in our own days, to adult life. We also find in 
our author’s pages, under maternal impressions, a facsimile of the original 
portrait of the Galloway bastard, whose father’s name was found written in 
one of its eyes. The author’s summary of the history of pre-scientific 
teratology is exceedingly good. 

The bulk of the volume, which contains seven hundred pages, is devoted 
to a general review of each type, and special consideration of the anatomy 
of the monster. In conclusion, he treats more briefly of that to which he 
gives a third distinctive term, “the pathology of the germ,” which “ may, 
roughly speaking, be regarded as synonymous with double monsters and 
morbid heredity.” He also explains why he has not discussed germinal 
pathology on the same scale of completeness as that of the foetus and 
embryo. Much of the text is of interest to the general surgeon and 
physician as well as to the obstetrician; thus a great deal is said about 
spina bifida, and the observations on hare-lip and cleft palate deserve 
general attention. As a book of reference for rare but conspicuous 
deformities like cervical fistula or absence of the external ear, Dr. 
Ballantyne’s new volume ranks high, but its strongest point is the 
thoroughness of the description of each type, and the free but not excessive 
use of references to authoritative, or at least, reliable records. The 
illustrations, which number over a hundred, including nine fine coloured 
plates, are excellent; and the pages of the volume are free from artistic 
and inartistic padding too common in modern text-books, for Antenatal 
Pathology and Hygiene is a very solid treatise, and its author’s name is 
sufficient to remind us how seriously it should be taken. 


Manuat or GrnecoLtocy. By D. Berry Hart, M.D., and A. H. Freeland 
Barbour, M.D. Sixth edition. W. and A. K. Johnston, Edinburgh 
and London, 1904. 


The sixth edition of this well-known and highly-appreciated manual 
has been rendered necessary, as the authors state in the preface, by recent 
developments in operative gynecology ; the whole text has, however, been 
revised. 

The main features of the book are well known, and are, of course, 
unmodified in this edition. The chapters dealing with anatomy— 
dissectional, sectional and postural, are not equalled in any other text-book 
with which we are acquainted. Elaborate bibliographies stand at the 
head of each chapter; they testify to the industry and thoroughness of 
the authors, but student readers of the manual have little time to concern 
themselves with literature. The authors, however, have aimed at pro- 
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ducing something more than a guide to the passing of examinations, and 
these bibliographies will be of great service to their more advanced 
readers. 

The pathological sections are, on the whole, sound and well abreast 
of the most recent observations. The difficult subject of the pathology of 
endometritis is dealt with very fairly, and the old classification into 
the three varieties—glandular, interstitial and mized, is retained. A 
very fair, though abridged, account of what is known with regard to 
the relation of micro-organisms to this condition is given, and the view 
is emphasised that bacteria are probably unimportant factors in causation. 

The important question of degenerative changes in fibroids certainly 
receives inadequate notice, myxomatous degeneration and necrobiosis being 
both dismissed in a few lines. Cervical fibroids are not very clearly 
described, in either their anatomical or clinical aspects, and the old 
diagrammatic illustration of one of these tumours in situ, taken from 
Schroeder, might have been discarded in favour of more recent clinical 
pictures of cervical fibroids after removal from the body. On the other 
hand, adeno-myoma is well described and illustrated. 

The account given of “deciduoma malignum” fails, as we think, to 
present fairly to the reader the present position of the histogenetic 
controversy. Thus the authors regard as still unsettled, the question 
whether the chorionic syncytium is a maternal or a foetal structure. There 
is now practically universal agreement that the observations of Peters 
and Catherine van Tissenbroek have conclusively demonstrated the foetal 
origin of this structure. Holding the view they do, it is perhaps natural 
that the authors should say that some cases of deciduoma malignum may 
be true decidual sarcoma, and should prefer the old name applied by 
Sanger to the new and strictly more accurate name chorionepithelioma. 
The important point that in several cases, the two kinds of cells 
characteristic of this growth have been definitely traced back to villi 
present in the tumour, thus actually demonstrating their chorionic origin, 
has been omitted altogether. The clinical features are fairly described, 
but, while the authors »xcknowledge their indebtedness to the series of 
132 cases analysed by Ladinski in 1902, the still larger series of 198 cases, 
collected by Teacher in 1903, is not even mentioned in the bibliography. 

The sections dealing with operative and general treatment are well 
written, and admirably adapted to give a fair impression of the present 
position of surgical opinion and practice. Different methods are fairly 
discussed and adequately described, and an admirable chapter has been 
introduced dealing with the details and underlying principles of 
antiseptic and aseptic technique. 

We have no doubt that the manual will retain its position as one of 
the soundest and safest guides to the study of the diseases of women 
written by British authors which we possess, and if we have taken the 
liberty of finding fault here and there, .uis by no means deters us from 
cordially recommending it to all students and practitioners. 
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Their adhesiveness is superior to any other set of 
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not extend from the fabric and will cause neither an 
unsightly mess nor sticky edges. 
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IV.—PUERPERIUM. 
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